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PREFACE 

The reco^-nition of ac]ules;:ents as a separate group' having its- own char- 
acteristics occurred' early in t-he 1960s. The significance an^ impact of this 
age group^ category ^\as not appreciated until several years later. 

Young Veople have in many ways served as' a national tonic; they have 
forced mor^^ (hrect coniniunication between individuals, parents, the media, 
and in-titutions. They ha\o also demanded a 'showdown where policies 
ha\e appt-ared to he counter to the interests of the people or the Nation.- 
At the -ame time, these young people ha\e inherited unresolved social prob- 
lenis to which have been added new' dimensions aInios]t unknown to earlier 

• generations. Technology has o\'ertaken the humanities, and in the process 
formal education is no longer a complete answer to the vocational needs 

-of the young. These and many other factors have contributed ^^*^e dis- 
satisfaction and alienation of youth in our society. 

The growing concern for, the health of adole.^cents is reflected in the 
popular and scientific hterature. Programs for the provision of health care 
for adolescents have been initiated under many different auspices. Unfor- 
tunately, there are not now enough services and those available are not 
always appropriately presented for this vulnerable and sensitive target 
population. 

s 

It is increasingly, difficult to- separate) health needs from otl^er social 
deficits rehUing to welfare, education, housing, recreation, vocational' 
training, and delinquency. Human service delivery systems are interde- 
pendent, and one system will cea.se to be responsive if isolated from the 
other strands in the rope. Therefore health services must be offered with 
reference to other social sy.stems at both clinical and- administrative leveTSr 
Planning for relevant services must be directed at the individual, but the 
stiuiy (jf characteristics of the group fi*om which the young person emerge^ 
'may chirify the extent of services required. 

The T'ede^uil Government is increasingly aware of the health problems ^ 
of adoIesceirS^Many programs receiving support from^the Government 
provide services sought by young people. However,, these services tehd to ^ 
Be si-attered, fragmented, and uncoordinated. By strengthening these pro- 
grams, adolescent health care n:iay be improved across the country. - 

This publication presents an overview of adolescent behavior as related 
to health, an inventory of ad6le.scent health problems, an outline of services 
presei>tly available, an^l some suggestions for future trends. Adolescent 
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health difficultias are being encountered at increasingly early ages, whi 
suggests that. preventive measure.^ and health education should be'initiated 
during the elementary school years if they are to be effective. 

Artwork for tHe cover has been supplied through the courtesy of Roche 
Laboratories, Division of Hoffmann-LaRoche, Inc., Xutley, New Jersey, 
Copyright 1974, I am most gi'ateful to Roche Laboratories for their per- 
mission to use this illustration. • / 

Many colleagues in the Society for Adolescent Medicine and the AmWi- 
can Academy of Pediatrics have provided information and advice. I am^ 
particularly appreciative of time spent reviewing the manuscript by: 
Dr. Michael Cohen, Montefiore Hospital, New York City; Dr. Adele Hof- 
mann and staff, Bellevue Hospital, New York City; Dr. Joseph RaiilTand 
staff, Chiklren's Hospital, Medical Center, Cincijinati, Ohio; and Dr. 
Lo raine Hen ricks. The Door — -A Center of Alternatives, New York Cify, 
Their interest and support has contributed to development of a broad pic- 
ture of the adolescent condition. 




HILARY E. C. MILLAR, M,D, 
Chief, Health Services Quality Branch 
Division of ^Clinical Services 
Bureau of Community Health Service^ * 
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INTRODUCTION 



THe Xmencan public ha.^ btvumu increiwsinKly 
^ aware of adoluscents during the 1960s iyul 
197i)> The>e >uun^'' peuple, who are ikj lunger 
.strictly in ch.Klhund but are not vet adequate- 
ly propartd tTj^entt^r the adult world, have 
acijuireil a -pii^'ilic identity a- a population 
-earchinir for emotional and >ncial maturity un 
their (A\n term- Thi- phenomenon of .-pecific 
identity i> not contnieel to the Un.ted States. 
It 1- >eeri in .mu-t ajuntrie- in which the-le\el 
of affluence permits a proh>l^Vation of depen- 
dent jjeha\ Hjr beyond the period of puberty. (1) 

Estimates by the U.S Bureau of the 'Census 
for 1972 >htjw- that 45 percent uf the 209 "mil- 
lion population in the Un.ted States were le.ss 
than 25 years of a^e. Within this category there 
were 42 million between Ui^ ages of 10 and 19 
who could unetiuu ocall\ be labeled adolescents. 
ProJtrtlon"^ of present tre^nds indicate that the 
number of adolescent.^ in the United States 
may reach 54 miHipn by the year 2000. 

What are the pro.spects that high-quality 
medical care will be available for America's 
teenager.> in the late 1970s and during the rest 
of the 20th century:^ . 

In the 1970s the inner cities Ijave too few 
medicaT practitioner^ and many rural^ areas 
ha\e none at all. Even in communities w'here 
the ratio uf practitioners is more favorable, 
adolescents find it -tlifficult to get adequate 
health cart. Thus, American adolescents — 
whether -from poor or affluent home.s — must h4 
considered medically underserved.^ 

The provision of health care for the adoles- 
cent sector of the U.S. population has received 
only minimal attention for several reasons. 
Teenagers ha\e generally been viewed as an 
es.sentially healthy group whose members 
malje few demands on the medical profession. 
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Apart from emergency situations, they usual- 
ly do \wi .seek care between the time, of the^ 
la.>t" visit to the pediatrician— traditionally 
made at 12 years of age — and adulthood. Many 
health professionals have not established rap- 
port with the adolescent patient because they 
have not been adequately prepared to deal 
with the problems and complications stemming 
from unconventional life styles. Financial bar- 
rier>, requ.remefnts of parental consent, and 
other restrictive red tape often discourage 
teenagers from going to a clinic or hospital! 

Historically, teenagers received care in 
pediatric settings where they often felt too big 
or out of place among much younger patients. 
The alternative w^as the adult clinit or ward, 
where teenagers were often exposed to sights 
and sounds associated with .serious illness and 
the process of dying. A teenager developed an 
even greater sense of isolation in such an en- 
vironment. 

The special health needs of teenagers gained 
recognition in the 1950s. One of the leaders 
was Dr. Roswell Gallagher, a Boston internist, 
who drew attention to the medical problems 
peculiar to adolescents in his writing and his 
;^teachrng. (2) Dr. Gallagher advocated that 
adolescents be given the support and compan- 
ionship of their contemporaries at the time 
' they received health care. Adopting this idea, 
several health agencies opened adolescent out- 
patient clinics centered around diseases preva- 
lent in this age group — rhjeumatic heart 
disease, diabetes, and chronic nephritis, for ex- 
ample. These clinics proved to be highly suc- 
cessful. 

For the teenager needing hospitalization, the 
development of an adolescent inpatient unit 
seemed a possible answer to the dilemma of 



isolation Such a unit was opened at Children's, 
Hospital in Washing-ton. D.C, under the di- 
rection of l)v< Milton (JreenbevK and William 
Burdiek in 1057 This-was also hi^hh success- 
ful because-it r^^luced the emotional impact of 
hf)';>pitaIization. 

Medical center^ throuprhout the United 
States soon followed these pioneer examples 
-^ind efilar^eci the:r departments of pediatrics 
to include special 'facilities for adolescents. 
Hospital services also became more response e 
to the medical needs of teena^^ers. 

Initially, intense interest in the adolescent 
and his he^ilth was limited to academic set- 
tih^rs However, as pediatricians whose train- 
had included the medical problems of 
adolescents entered community practice, they 
orTered to ^erve ^eenap:ers General practi- 
tioners, internists, and others ^n-adually ex- ■ 
tended ser\:ce> to adolescents. 

During tfie 1950s there was an increasin^r 
awareness of the significiuice of rapid growth 
during .'iflolescence. This led to a new look at 
physiological changes occurring at the end of 
childhood and the recognition that an adoles- 
cent must be considered at his or her matura- 
tional level rather than only at a chronological 
age. 

Prom 1965 to 1975, the health needs of 
adolescents outstripped existing capc^bilities 
both in volume and scope. There is still no sat- 
isfactory health care sy.stem available in the 
Lnited States, and few adolescents are receiv- 
ing appropriate or adequate health care. 

Even within a single clinic, school, or health 
department, services tend to be highly frag- 
mented. Many teenage patients drift through 
an organization's resources, leaving a trail of 
uninterpreted tests and procedures. It is rare 
for all patient information to be coordinated 
into the individual ^health profile that could 
serve as the b^isis for a comprehensive health 
care plan. 

Failure to recognize the patient as a hliman 
being is particularly offensive to those in their 
teens, who are \almost -by definition highly 
sensitive to real ))r implied infringement of 
^heir rights to individual respect and consid- 
eration. A related barrier to quality medical 
c^re is the reluctance of many adolescents to 
oring health, problems to a practitioner or fa- 
cility associated with their parents, which 



mi^ht check the independence most are striv- 
ing for. 

The concept of adolescent medicine has 
shifted from hospital-based care of teenagers 
with dia^niosed diseases ^J broader care''<jf 
UNually healthy teenagers in a community set- 
ting. This encompasses prinwry care, large 
volumes of health education, and preventive 
sor\ ices. 

All youth deserve good, responsive health 
care — whether they are black, white, Hispanic, 
Indian, or oriental; whether they come from 
poor, middle-class, or aflluent families; whether 
they live in rural, inner-city, suburban, or 
small town settings; and whether they are in 
school, in the work force, or a*re unemployed. 

More, different, and appropriately distri- 
buted services must be provided if adoIescei:its 
are not merely to experience an absence of 
disease, but are to, enjoy the benefits of good 
health. 




CHARACTERISTICS OF ADOLESCENTS 



Why du adolescents appear tu have changed so 
much in less than a gener^ttion? The whole 
pruce.-^s uf life h'a.^ a(^quired an accelerated pace 
in the last third of the 20th centurv. Instant 
cummunicatiun and a technology that outstrips 
the human >(jphLstication of its benefactors 
have caused the social fabric *to wear thin. 

This H apparent .n the f.amily .structure. The 
multi-generatiunal family unit is rapidly dis- 
appearing, and an increasing number of chU- 
dren are living in une-parent homes, Children 
now in their teen^ were raised in an atmos- 
phere of extrejne permissiveness and encour- 
aged to be ittisertive and precocious. Their 
parents were engulfed in a new enlightenment 
about all aspects of child rearing. Th*e goal was 
creative, happy, well-adjusted children. How- 
ever,, the rebelliousness and other negative 
characteristics that the permissiveness was re- 
'puted to prevent have appeared with renewed 
vimt at the onset of puberty. . ' 

Many other sociological and environmental 
changes have taken place, including changes in 
the schuul .^ystem, the high standard of living 
^achieved by affluent suburban families, the sec- 
ond and third generations of inner-city and 
Vural families subsisting at poverty levels, the 
decline of organized religion, and the influence 
of television on the child who has watched 
15,060 hours by ag€ 15. All these and niore 
have .had .a direct impact on the adolescent. 
\ The characteristics of teenagers predispose 
them to a range of experiences, including ex- 
perimentation With dru)^s, pregnancy, venereal 
disea^se, and unprecedented emotiofial disor- 
ders. - , 

Adolescents are far from being a homo- 
g:eneous group. Regional, ethnic, cultural, and 
economic influences produce many different 
kinds of adoLe^^cent behavior. There are, how- 




,ever, common threads that bind young people 
together into what is ' frequently-* labeled a 
separate subculture. F^r example, the inner ' 
drive, for freedom and. independence is essen- 
tially-the same for all adolescents, even if their 
achievements and frustrations appear to fol- 
low different patterns. 

Young people in the 1970s are exposed to a 
technologically oriented society in which the 
scale of human values is constantly changing. 
Their subscription tb common values varies ^ 
mainly in degree. These values are related to 
Burlingame\s classic description of the dynam- 
ics of adolescence: 

• Discontinuity with other generations is nur- , 
tured, and links with tradition are severed. 
The prevailing attitudes stress an antipathy^" 
between the adolescents and adults. 

• The peer group relatiohshlp is prized o.ver 
all other associations. 

• Symbols or hallmarks of'the group Jiave 
universal acceptance, a^f is apparent in the 
adolescents' language, dr^s*s, approved music, 
and visual art forms. 

•-A critical, 'rebellious po.sture is developed 
toward established social systems^ (3) 



The Normal Teenager 

American society has identified adolescence as 
a period of friction, change, and ^oblems. 
Normal adolescence has not been defined fur^L. 
ther, except as the transition to adulthood.^ 

Adolescence is often marked by undue dis-- 
ruption irt the lives' of closely related adiilts, 
as well as in the lives of young people' them- 
selves. .To a large degree, teenagers function 




uitljin *ht' liriut^fif then' pai't'in^' t'\ptKitatU)n>, 

LaiL'-i n irnl)» r> nf •])(.oplt' ^Mmio through ado- 
If>frrur u:(h(>'it .>\t>rt pruhh'm< and achio\t' 
"!* 1» v\hat tlu'ir pai't'iits de^irt'.for 
th(">i, \\v ilo nnt know hpw many there are in 
thi> n-n,np ([>rrhap> theso -eeniiiiKly well-ad- 
^■i>trfl .uli'lt'>rrnt> imderLfo the same inner tur-J 
nini! as thrM- more rt'ljelhinis peer<, but are"" 
>uhMH't_t() LMvater ctintruU ivom both within 
and. uithniit in the rrpre^sion of distUT^)inK 
attitude^ and aetion ) ' 

Scientifu' literature and popular literature 
<<»ntcnn little int'ornj^atKui about the teena^^ers 
who make a smooth tranMtU)n into adult life. 
In>t4'ad. a\a!lahle data seem to detail the ne^a- 
M\e a^poet> nf the adole^emt pha^e of life and 
rt'inforcr *hN r( |)^utat on with many example^. 
^ 'oniplicMtm;: the etiology 7)f a nor:nial teenager 
1^ thf^ taet that xicial beha\ior i^ chan^in^ 
rap^miy what »may have been taboo 5 years 
aK<> ha< become acceptable thi^ rear. 

One n-asrui t*or the lack of information al)out 
noi:raal teena^rei^ niay be the absence in 'our 
/iiiltnre ftf an accepted cerennjny when"^ a clear 
line n{ «?lrniarcation is drawn bejtween the boy 
^and the man. the ^rirl and the woman. Mar- 
^'■aret Mt^afle ha< described the series of cere- 
monuil e\entsnn other cultures most uvidly 
in "(iro'^nu' uj) in Samoa " 

Samrtans b\e^ a tlxed society where as 
chiMn-n thfv know precisely what they will 
later f.f. e\ »'n fme detadls of speech and 
dre>< Fbit*thi>'lh a closed society with no op-^ 
tion> for aflole<c(fnts and no opperrtunities for 
creati\!tv or acKancement. It is enormolisly 
vulnerable to f>ut>ide influences of destruction 
*an(l (\ ffu^ion 

-In Worth .America, symbolic substitutes an- 
m>unce maturity, but the<e tend to be super- 
, ficial and ir(('on<istent For ^ome, success- 
fiil outconio oi a fh'iMn^'- test and ac(|uisition 
of car kevs i< a mark of bein^ K^'own up. For * 
other>, th(» ai'hu'\oment of sexual intercourse 
servo, a. the pinnt when childhood is left be- 
hind The>r acts are not openly accep4«d a.s 
-'rat lis >\mbols r>f maturity by our societ./', how- 

Thf vorhl of I'onimerce has (;apitalized on 
tht' ^'♦■nav*'e maiket, producin^^ succe^sivq Rim- 
mirks tf» rapture pocket money.' Slo^ran 



<hirts, suKKcsti\e .patches, deliberately torn 
and patched ch)thinK» po>ters/ comic books, 
records, each vying to outdo the last, point -to 
the extremes The potential buying power of 
teenager^ i.s a key m much national advertis- 
ing Worldwide economic rect'ssion may impo.se 
dilferent \alue< on the. young and old alike. (4) 
9 Many young people display energy, enthu- 
sia.<m, vitality, and ideali.smi.' Increasing num- 
bers of them are committed to the helping pro- 
fes>ions. They .support with zeal the challenge 
to preserve the ecology. Young men and 
women, exercising their con.^titutional rights 
to free spet^'h, leil the elVorts to end the Viet- 
nam War. 

Dr. Louis L. Fine, ass stant profe^.sor of 
^^HMliatrics the University of (\Uorado Medi- 
cal Center at Denver, says, "Adolesei^nce rep- 
resents a developmental continuum between 
childhood and adulthood .Assessment of aji 
adole<cont\s-4)ehav lur can lie based upon his 
effort^ in accomplishing , dev el()^mental tasks 
and his functioning relative to hjs »stage of 
dev elopment— early adolescencv and the cast- 
ing off of childhood i;-middie adolt^sceiice with 
,the teenage-subculture; or late adolescence and 
the ejotablishment of adult valui^s. One should 
be aware of the conflicts and complication^ 
which may arise in each stage of development, 
and routinely evaluate the adolescent's func- , 
Cloning within his* family, peer gi'oup and 
.scl^f^ol situation ' Assessing behavior in this 
frame of reference enables the physician to 
ddferentiate 3,ariations of normal development 
and behavior from pathological states in his 
adolescent pcii^ents." (5 ) 
Ml adolescents must 
' -situations relatecFto : 
• Self-image, identity, 
esteem. 
• 



at some time resolve, 
and desire for self- 



Acceptance of Ohange within themselves* 
Struggle to attain independence. 
Relationship' with peer.^. 
Relationship with the opposite sex. 
Cognitive and vocational achievement. 
Ability to control moods of depression and 
de.sire< to act out. (6) * ^ 

A survey, in which teenagers were asked to 
idyntify their own personal' problems was con- 
ductyd by Jack J. Sternlieb and Louis Munan at 
the Il'nuer?;ity of Sherbrooke, Quebec^ Canada. 
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<choiA |n*olilems \\ t-n' nienhoiUHl niust fiv* _v'tiptaiu'e of what teenagers pertz^ive- as the 
(Uu^ntl\. hy 1 lu'cct'iu (if thf tfet^aKer^ vv- myrvv< of thuifi pareat>' i,^oneration. Frequent- 
-pt>nilinK. faniil\ pr(.l)K'n)> wtTu utocl 20 9 1\ this ^^ads tu a'^calcuiated act of rejectioir and ^ 



ptMVfiit (See tal)lo 1 ) 

'Yhvw may l.u a niarkfd neKati\%sm pre\alent 
111 '^it'rMtnal^t'iu'niiiUtT^ outsuU' the chose'ri 
(Jj<]ut' An nicreasu'iK riuniluT of yoim^stt'iN 
eltrt tn Iea\r Iht^'i. nlaln>^rt•anl u{ litV, at least 
toniporanlv . 

The ^'•(•neratiori >ra]) is kept open hv,the aim- 
les^ne^s that is often a part of the l|eha\ ioral 
iiniforn) M.f^ the \nun^' Many tet^naKOJ^ con- 
Nider It ..n<ii*ee^tat)h' t^) phm for a future, a 
an-rr. '.ir w.^kund Tht' * refusal .to 

•*"rn> ila'e a !ife plan or to f(ilI()A\ throg^^ (^n 



deliance. 

The chan^t'^^ of adolescence are not really 
>torm centeKi^ of* chac^? and turmoil that they 
seem, but rathor are the normal crises through 
which there i^ the pu>.sibiHty for Krowth.'(7) 



The Maturation Process 

VuiuiK^ters rpature at ddTereiit ages and at dif- 
ferent rate<. Kach sta^e ha.s its typival develop- 
nu'ntal c})aracteri^tu\s- Adole-^cents no sooner 



^b!e 1 -Identification of the most important personal probi'emj of youth (Survey of 15- to 21-yeapoIds in Sherbrooke, 

Quebec, Canada) ^ 
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{2 


19 


13 




15.0% • 


17%. 


12 ' ' 


6 


11 


7.4% 


4.7% - 


14% 


8 


5 


11 


4.9% 


3.3%. . 


14% 








. 9 ' 


'7 


14"^ 


. 5 5% ' 


5-5% 


I80/0 


6 f 




8 


3 7% 


3.1% 


10%^ 









' Ahs'jl .ip^! pe'-'-ent rji .tribiition b/ class of respondent- 
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I'tH'unu"' ii^d* to 5SiU' ^'hanirc than there is an- 
• ittie!' tn ionteH<l with Kai h <'h<inire 'ean be a 
learnui.Lr evpei leiun- <iiul can e\i:tituall\ enhaiK'e. 
the \-ninK-ter'-.re-nui'C'elulne-s (S) 

Ti> make a ill ^t .net ion between puberty and 
adole^i enee. we ean'detine P"h( //// as the pure- 
1\ billing leal ^tiiire of sexual dtnelopnient at 
which It 1- iitvt ft|)u--djle to bear or be>rot ehil- 
ilren, <ind '"'/l'. m ^ /'C* a- the period when 
euil. p-\ 1 h.>lii;ru <il. <ind eo<rnit i \ e niaturati(,)n 
tiikt'- pLiu' Adt)le-u'nt manifestations may 
<tart <it iir before pubect\ and extowd beyond 
the lumpletmn of ph\Me<il niatui*it> 

ruliert\ niu-l oeeur about 1 or I' j \ears iie- 
for^' a child i<ui -uurs-t !ill\ enter adole^eenee 
Therefore, late blnomer^ h<i\e a pee die >et 
tif (h!!u*ii!i ,fv iidt eruninitered b\ th^)'^v-^\ ho de- 
\ *'!'>[) at iin a\ eravr i ate 

I't'lA^P liraM. rni\rrMl\ Ii(j.>>pitab Pe- 
partiiient of Petliatiu-. Ualtiniore, Maryland, 
states. *' Adnle^eenM' i-^ eharaeteri/ed by inter- 
relatril rapid biolotric ehan*:e, not onlv l>y in- 
l'rea•^ed bnd\ nia--, but <iNo by ehan>res in >\/x\ 
-hape, antl etimpD-ition . the rapid niaturation 
of the K'>na(N is aeeonipanied i)y chancres in 
the ^ee^ndar\ ^e\ eharacteri^t le^;. Trior to 
adoU'^eiKe at abt)ut the ei^'-hth year, boys antl 
^nrU are iiuite ^imdar, althouKh both* eorypt)- 
-ition and reprotluetn e or^';an^ difTer. After 
adule-cenee, the iwo >exes are markedly tlff- 
ferent in .terms of. fti^thropomejtric measure- 
ments and botly eopipo^ition. 

"Firr the pTi^t 'half century investiKattjrs 
ha\e been attempting'- to characterize phvs cal * 
ch an^cs that occur during'' adolesceii'ce. J^etiuen- 
tial ur lon^rit utbnal data characteriziiiK the 
s('(|uon/'e of these changes in boys and \:\r\^ 
are -om^iwhat bmited, but from longitudinal 
data available, it i^ po^-ible, uith some tle- 
Kree of precision. t(j characteri/.e the adoles- 
cent spurt 

**The Kt^eral tharatter of human ^'•rowth is 
ont\^(jf (letrea-mK velocity, beKinnin^ imme-^ 
(liatel\ after birth and chanKin^ significantly 
only dur^nK atlolrst fnce when the \elocity^)f 
growth seem-s t(j increase' <;uddeuly. A rapitl 
ri^e in ht'i^ht and^wei^'-ht characterizes the 
adoh-ceriX Krowt^^wni (InAvth increments 
aro -niciller m KififlKin in boy^ and* occur ap- 
proxiniatelv 1 \ear- t-arlier "(0) 

<Jn)Wth ini remeiit- were fir^t established by 
I)r J M Tanner, prt>fessor of child health 
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and .growth at. the Uni\erMty of Lt)ntfonr He 
tound that during the year of maximal growth, 
the .irrowth rate for boy^s ranK^^ from. 7 to 12 
.111 with <i b'cm a\era<re antl the rate for Ki^ls, 
from () tt) 11 cm with an S-lrcm average. (10) 
• When btniy niea>urements were related \o the 
de.irree of maturity a child had acquired, they 
were ft>und to be more nieanuiKful than whan 
con^itlered in relation tp chronological age 
alt)ne. ('hart> that sht)W |tle\ elopmental levels 
thrtfiirh the recorduiK of ( s^'^'ial measurements 
were helpful in a>>e^^{nK niitturity and pre- 
dictinir patterns of ^rrowth. But it was later 
fountLthat stantlartl charts did not allow for 
\ariables id* sex, race, or econt)mic tlilTerences. 

A maturity rating ^y^^teni was (le\ ised and 
subsetiuently xalidated by Dr. W. \V. Gruelich, 
currt^nth on the >>tafT of the Department of 
Anal»)my at Stanft)rd University. Tanner added 
preci>U)n tt) the e\aluatit)n by citinp: varia- 
tions in the normal patter'n tjf pubertal chanjres 
ft»r both boys antl ki^'I^. (11) Physicians carinj? 
ftn* adolescents frequently utilize the criteria 
of Tanner to cla>sify nuiturity stajres. (See 
table 2.) 

The niaturaffoh 'of the sex organs is of ex- 
treme impt)rtance. In girls, breast budding oc- 
cur^ almost ctjncurrently with the appearance 
t)f pubic hair. The a\vVage development of 
btjth these secondary >ex characteristics is 
completed in years. . ^ 

The onset of meKstruatjon may occur at any 
time after the growth spurt, from 9 to 17 years 
of age. StatisticallM, if a girl has not^reached 
the' menarche by r3^j years, she can be con- 
^itlered as significantly delayed for onset of 
puberty. (12) . 

Pubertal changes m l)oys also follow estab- 
lished patterns Enhirgement of their extermil 
genitalia has served as the criterion for estab- 
lishing not only the onset of puberty but also 
the classification of the degree of pubertal de- 
velopment. Xinety-tive percent of boys begin 
to tlexelop somewhere between 9^.j and 151,2 
year^, with adult stages of genital development 
occurring within the next 3 to 5 years. 

Peak growth \elocity in height occurs 2 
years later in boys than in girls. Knowdedge of 
poak growth \elocity is usefi^l in predictihg 
the s^(|uence of pubertal events. Secondary 
sexual characteristics nre helpful in the de- 
termination of the onset of pubei-ty. 
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, Table 2.— Tanner pubertal stages 



6oys Gervital Development ^ • , ' 

Sta^e 1 PrPadolescen* Testes, scrotum and penis a re about the same size and proportion as in early childhood 



Stare ? 



Stape 3 
Staple 4 



Sta?e 5 



Scrotum and testes are enlarged Skin of scrotum reddened and changed in texture Little or no enlarge- 
ment ,of penis IS present at this stage 
Penis IS slightly enlarged, vyhich occurs at first mainly m length Testes and scrotum are further enlarged 
Increased size of penis, with growth in^ breadth and development of glands is present Testes and scrotum 

lapger scrotal skin (\^xy^x than in earlier stages 
Genitalia adult in size and shape. 



Girls Breast Devplopment 

Stage 1 Pre adolescent Elevation of papilla only ' * 

Sta^-e 2 Breast bud sta-^e Elevation^of breast and papilla as small mounfj Enlargement of areola diameter. , 

SMge 3- Further enlarpement and elevation of breast and areola, with no separation of their contours ' 

V Stare 4 Projection of areola and papilla to form a secondary mound above the level of the breast 

SM.^e \ Mature stape Projection of papilla only, due to recession of the areola to the general contour of the breast 

Both S^<es Fubic Hair ^ 

Sfa.'P 1 Prp ic^^iescpnt The veMus over, the pubes is no^ further developed than that over the abdominal wall 
i e no pubic hair 

Sparse Prowth of long, slightly pigmented downy hair, straight or curled, chiefly at the base of the penis 
or along labia 

Considerably darker, coarser and more curled The hair spreads sparsely over the junction of the pubes. 
Ha.r now adult in type, but area covered is still considerably smaller than m t^^'lBtltC No spread to ttie 

medial surface of thighs ^ ^ ^\ 

Adult in quantity and type with distribution of the horizontal (or classically 'feminine') pattern. Spread to 

medial surface of thighs but not up linea alba or elsewhere above the base of the inverse triangle. 
Spread up linea aiba 

- ' - - ' ^ . _ 

^"ph;,;Hii^.,/'wl' S.'^n^'^'^ ro^' ^'thI:' ,^^^,^Vne ancNCenct.c D.se^Sses of Ch.ldhood, LI Gardner, ed , 

:o : p Nov 1973 approach' to the adolescent patient The Pediatric Cl.n.cs of North America, 



Stage 2 



Stage 
Stage 



Stape 5 



Stage 6 



There are (iincrepancies in the way that the' 
relati\f^ sta^'-e r»f maturation is determined for' 
boys and ^\rU \w the male, primary sexual 
characteri"?tic>^, <Lich as increa^ses in testicular 
size, can he measured; in the female, however, 
(lirwt r)varian assessment is inhpossible, so sec- 
ondary sexual characteristics,, such as breast 
development, must be used. ^. 

Maximum rate of ^^rowth in boys is achieved 
by 14.1 years In contrast to ^irlt^, who achieve 
their maximal hei^^ht early in genital develop- 
ment, |)oys usuiUIy attain their hei^^ht wheji 
their genitalia are quite well developed. Voice 
change in the male is a prradual proce.sJ^, and 
at present cannot l>e us^d as an index of any 
one particular sta^e of development 

Dr. William Daniel,' professor of pediatrics. 
Medical foIIc^Ko of Alabama, points out, 'MudR- 
inR from available lonkntud:nal and cross-sec- 
tional information, secular growth changes 



during the past 100 years have been most in- 
teresting. During this period almost every suc- 
cessi\e generation has been taller, averaging a 
1-inch gain -in height every 30 years or so. 
Menarche ha.s been, occurring earlier; it. has 
changed from an average age of onset of 17 
years to the present age 12 'in the United 
States, fenviro^^ment has had much to do with 
this'change, but many writer^ believe it is not 
the sole reason. At present, it seems as if the 
trend ha.s reached its zenith with well-nour- 
ished children who have received godd medical 
and environmental care." (13) 



Demographic Data — t2-1^earpids as Percentage of U.S. Population: 1970 



To^af , 
White- 
Black— 
Others- 
Male — 
<=emale- 



100% 










16.1%!;. 




15.7%^;, 






16.1% ' 




14.9% 





Demographic Data — Race, Sex, and Residence of 12-19 Year Olds: 1970 



Race- 



Sex 



Residence 



Total-- 
White- 
Black- 

Npther- 



100% 



— /— 




85.6%.. 






, 13.0%- 




vyhite 








Black^ Other 1.4% 


—A- 


50.7% 




— 


49.3% 







Male 



Female 



r 



Urban 



Central Cities 



Urban Fringe Rest of Urban 



Rural 



. 29 5% 


: -2*0% 




] 27.8% 




25 5% 


» • 29.5%, * 1 




28.7% 




- . 54.9% 


11.2% 




21.7% • 




■ 38 3% 


18.4%^ 




29.0% 



Sou^c^^ Maternal and Child Health Study Project, MSRI, 
Using Data from 1970 U S Census 
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Percentage of 12-19 Year Olds Making Visits to Physicians and Dentists: 1972 



Physician Visits 



Dental Visits- 



'100% 









60% 





Source Maternal and Chtic^ Health Project , MSRI. 

Ustng Data from National Center for Health Statistics 



Leading Causes of Death as Percentages of All Deaths, Ages 12-19: 1973 



Accidents . 

Homicide - - ~ ~-t - 
Mall g hsTfvf N eo p) as m s 
Suicide '~ 



~ 7 . 3 % 



^^^7.^1 % 



5.4% 



Major 

Cardiovascular Diseases 
Congenital Anomalies — 



% 



2.1% 



Influenza and Pneumonia- 



2.0% 



Source Maternal and Child Health Project/MSRI, 

Using'Data from National Center for Health Statistics 



100% 
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Percentage of 12-19 Year Olds Using Alcohol and Tobacco: 1972 



Alcohol 



Tobacco 



100% ' 



0f 












\ 






<3 



Percentage of 12-17 Year Olds Who Have Ever Used Marijuana and Other Drugs: 197i2 



Marijuana 



100% 



Glue, Other Inhalants 



LSD, Other Hallucinogens 



11.4.8% 



Cocaine 



1.5% 



~^ — \ 



Heroin 



..6% 



Source Maternal and Child Health Project. MSRI. 

Using Data from National Commission on Manjuana and^Drug Abuse 
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.Reported Venereal Diseases Among 15-19 Ye^r Olds: 1956-74 



30 



Primary and 

Secondary 

Syphilis 

Cases per 
100,000 in 
Age Group 




Gonorrhea 

Cases per 
100,000 in 
Age Group 



1200 




1956 



1960 



1964 



1968 



1973 1974 



Note These diseases are vastly underreported 



Source Center for Disease Control 
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Birth Rates by Age of Mother: 1973 



120 



. 120.7 



100 



113.6 



Cl 
O 

o 

o 

< 



80' 



c 

E 
o 

o 
o 
o 



60 



59.7. 



56.1 



20 . 



' 22.0 



1.3 



10-14 15-19 . ,20-24 25-29 30-34 35-39 



Source National Center for Health Statistics 
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HEALTH NEEDS OF ADOLESCENTS 



Siksctjpribility of adolescents to infections, acci- 
dents, 'and uther iIL> dues nut differ ' widely 
frum that uf uther members of their families. 
BecaiHe uf their rapidly expanding physique 
and changing metabolic status, hcnvever, ado- 
lescent.^ have some special health* needs that 
are not .shared with uther age groups. (See 
table 3.) * ^ ^ 




>ome Health Program Components for 
Adolescents 

Primary Health Care 

The' teenager reijuires ea.sy access to facilities 
where pi:imary health care is available. It is 
important that every teenager make contact 
with a reliable health resource. He or she may 
neetl .services, medications, and counseling as- 
sociated with physical changes, as well as sup- 
purt in learning about the cause of a specific 
condition, ^^le nature of the treatment, the 
prugnu^is, anti way> to avoid a recurrence. 

Fur instance, when a severe flareup of pus- 
tular acne occurs in a 16-year-old boy, it is un- 
sightly, painful, and embarrassing. This pa- 
tient needs reassurance almost as much its he 
ne^ds medicatiun. the physician should treat 
this teenager as an ally in a joint effort to 
contrul the prublem, (jxplaining its cause and 
its prevalencQ among adule^cents. Together 
they should discuses the rationale for the choice 
of prescribed medications and how to use them. 

When the acute ^phase .has subsided, a full 
regime related to skin and .^calp hygiene, diet, 
and exercise can be planned to prevent or re- 
duce scar formation and cystic lesions. En- 
couraginj^ information should be given about 



dermabrasive treatment" and other cosmetic 
procedures that can mijiimize complications. 
The result for adolescent should be not 
only dermatolugical improvement but restora- 
tion of self-confidence. C14) 

Obesity is another common problem in teen- 
agers of both sexes. Although no significant 
mortality or medical morbidity is attributable 
to obesjty during the adolescent years, there 
are reasons for concern about overweight teen- 
agers. The obesity acquired in youth is par- 
ticularly resist^t to treatment. 

It has been sho\>yi that ^appr^^ximately 80 
percent of obese youngsters remain overweight 
adults. Excessive weight become^ an addi- 
tjqnal handicap for those who suffer from 
cardiovascular, pulmonary, or metabolic condi- 
tions, , ' ' 

There is a natural increase of body fat in 
{ate childhood and early adolescence. In girls, 
tRis deposition of fat continues until. the 16th 
or 17tTi year when it starts to disappear. Boys, 
on the other hand, become leanei; durmg the 
growth spurt and sexual maturation, andtheir 
body fat actually decreases in the late teens. 

Being overweight causes difl[iculties for the 
adolescent in social and emotional adjustment. 
The obese teenager is self-conscious and qfiien 
feels unacceptable to peers of either sex. This 
causes a withdrawal from activities and the 
young person is inclined to ;eat more higFi- 
calorie food to obtain solace from social exclu- 
sion, which may be real or imagined. 

It is advisable to approach the management 
of obesity in adolescence through a combins 
tion program o|, moderate diet and exercisi 
Rigidr restrictions of food and drastic weiAt 
reduction are to be discouraged because ijne 
rai)id growth process at this tfrne^requires 
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high calonr ir^take/ If dietary restriction is 
prolonml, thoro \v;ll be cessation o^^n'owth 
(15) 

A family history of abesity su^^^rests eatin^^ 
•patterns that are firmly entrenched. Psyehu- 
logical fac.tors may be secondary rather than 
primary.. 

Motivation for losin^^ weiprht is difficult to 
aohiL'\e. Group coun-elln<jr and activities with 
other o\er\veio:ht te'enagers that emphasize 
Kood KB)ominK, nvatchinK the mirror as a 
slimmer silhouette emerge-, food selection and 
preparation may be acceptable vehicles for 
therapy (ioal^ .should not be overly ambitious; 
-omt't nie> maintaining'- the same ^wei^ht is a 
-at''>i actorv tar^j-et fui an ()\ eru ei^rht teena^aM*. 

Aild.tKinal health prn]>lems of the teen years 
:n ! alK*rj-.t'-. rt^-p!ratnr\ and othtT mfec- 
*i 'H'^, p^\ chn^nniatic eondilK^ns, accidents, 
rr^r.^trual fbM,rdur^, diabetes, dental caries 
emoti.wnai d M»rder>, dru<: alcohol abuse. 



■ smoking, contraception, preKnanoj-, and vene- 
real di>ease. Most of these coaditiohs are like- 
'ly to be accompanied by some emotional ^ver- 
"Nay rthat the {Physician or physician extender 
should 1 e prepared to recognize and assess. (16) 

J^reventive Health Care 

Preventi\'e health care is the Koal toward which 
all health i5Tojrrams should strive. Preventi\«e 
care for teena<,^^rs includes re^ndar ^)hysi(^kl 
exammations, maintei^ance of immunizations, 
and counselin<r on nutrition, sexuality, contra- 
ceptmn. dru^ abuse, and other concerns. The 
encounter during a health breakdown or ot^her 
c-yiitact should be used as an opportunity to 
. make a complete health evaluation of the teen- 
a^^^er. Then the proces.s of educating tfie youn^^ 
pers('jn to Ijecome interested in the body and 
Its functions should bejrin, as the adolescent is 
Kiv^^n m formation about his ur her own health 



Tabfe 3 -Identification of health problems of,youth (Surrey of 15- to 21-7ear-olds in Sherbrooke. Quebec. Canada) 

Respondents with Health Problems^ , « ^ 









Totnl 




and 


Percent 




^n- I 346) 


rjervousness 


393 




29 2% 


Oentfel 


366 




27 2% 


Menstrual problems 


135 




10 0% 


Acpe 


246 




18,3% 


l-^ealrh worries 


121 ' ^ 




9 0% 


Headaches 


120 




8.9% 


Obestty 


^79 




5 9% 


Venereal disease 


10 




0 7% 


Other 


104 ~^ 




7 7% 



Male 


Female 


fn = 738) 


(n = 608), 


177 




24 b% 


35 0%> . 


205 ^ 


161 


27 8% 


^ 26.5% 




135' 




22,4 %> , 


170 


Tel 


23.0% 


12 9|% 


61 


\ 60 j - 


8 3%o 


10,9k 


52 


68 • ' 


7.0% 


11.2% 


38 


41 


5 l%o 


6.7%> 


5 


;«r 


0^7%o 


(5.8% 


59 


45 


8.0%> 


7.4%, 



* Ab',o' .tf» and percent distribution by sex 
So j^-k J Sternlieb and* Louis Munan. "A survey of health problems, practices, and needs of youth," Pediatrits, Feb. 197^. 
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status. K\eri after a specitic condi'tiun has been 
loirt'ited, the iH-alth pio^JMni >t;ilT should keep 
in touch with the patient to make sure that 
he rejiiains healthy. Wiieh a defect cannot be 
entir fir corrected, i/Iruud health program may 



prevent t<be development 



of secondary handi- 



capping conditions. 

Young people often need informal support 
to adjust to normal adolescent reactions. The 
new nhy^cal appeai*ijfnce, sudden mood swings, 
and geneViil ambivalence are changes that not 
\onIy confuseHhe. adolescent but harrass his 
parents. Lack of sensitivity to these adolescent 
manifestations may preclude understanding 
between the health professional and patient. 
By estJiblishing a positive relationship witK an 
adolescent, the physician, nurse^ or other 
health worker may give confidence, promote a 
stronger self-image, and enco^irage continued 
u>e of the health facilitv. ? 



Screening 

Screening for certain prevalent conditions 
through specific tests^that determine the pres- 
ence or^ absence of pathology iri healthy indi- 
Mduals may be a part of a preventive adoles- 
cent health program. For adolescents,, screen- 
ing should include tests for hypertension, kid- 
ney disease, sickle cell, and other hemogla- 
binopathies, scoliosis, tuberculosis, visual de- 
fects; hearing los-<, venereal disease, and ab- 
normal cervical cytology'. Such tests are given 
at age"^ where the yield of positive cases wilTbe 
mo<>t productive and cost-effective. 

The reason for screening should always be 
explained, <o that young people understand the 
importance of pre\;entive health services. 
' °* 

Health Education 

Prev efitu e* health^care will not be" complete 
without a rele\ant health education program. 
This may take place in the school system or 

cai^facilitj 



ad\untiige of making the medical contact a 
pu>itive experience and thus encouraging^ teen- 
agers to make return visits. ' 

In\ul\ement of parents in health education 
groups .serves many useful purposes. 

Physical Education 

The importance of good 'physique, apart from 
athletic aptitude, has been played down in 
most U.S^ schools. Rather than meeting the 
need of all .students for regular physical- exer- 
ci.se, most school efforts in training and coach- 
X^ig are directed to the achievement ,of excel- 
leh^e for the 5 percent who are athletes. ,These 
programs provide little more than spectator 
activity for the remaining 95 percent. Routine 
school e:^ercise programs are of nominal value. 

Emphasis on a graduated sports and exer- 
ci.se program in all schools v^uld enable ado- 
le.scents to rea'ch their polHbal physical de- 
yelopment and to' establisn practices that 
foster iifelong ^5XT(1 health. 



in a.->>ociation ith a health cai^ facility in the 
community, "uroup di.scu.ssLons and audio- 
\i>ual materials on relevant topics have be- 
come effective tools for education, 'but the 
voung person'.-. indiMdual contacts wrth hc^alth 
pr(jfe.^sionaIs oriented toward prevention are 
probably of greater \alue. A g(XAd uso/^wait-" 
mg timt; at the clinic can be" maTO thwigh 
educational programs. They have the added 



Conditions of Special Concern to 
Adolescents 

The alleged vices of the teenage population 
have attracted much publicity.^ Sexual activity, 
substance dependency and emotional disorders, 
and various other forms of alienating behavior 
associated with this age group are of concern to 
parents, health practitioners, and teenagers 
alike. \ \ 

''Conditions of special concern to adolescents" 
have been separated from other health needs 
to allow fuller consideration of these 'tJrob- 
lems. However, in the attual practice of riiedi- 
dne, no Kucl^distinction should be^made. It is 
e.ssential thawPb discrimination be shown be- 
tween serving a teenager's straightforward 
health needs and those involving social be- 
havior. Staff members working with young peo- 
ple should view any call for services without 
differentiation, and should respond to the situa- 
tion without prejudice or judgmental attitudes. 

Services for medical illnesses should be in- 
tegrated with social services, and the young 
person .should not be made to feel inferior be- 
cause of his physical or 'emotional state. Staff 
members can make clear to *the recipient of 
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Ccire that all his cuncern^ are important, re- 
^Mrtlle^s t>f tht' nature oj the problem. (17) 

Sexual Activity 

SeKiuil freeilom in the se\enties has brought a 
^^reater accepiance of human .-sexual expres- 
sion, often accompanied by inadeciiiate under- 
^tanlllnK of the implications and results. So- 
ch't\' appears to ha\e lost a sense of direction' 
about the (frn in^ life f(UTe of s*^?x. The concept 
that power, succe», and popularity must be 
e<iuated u ith -^'ex ha> been exa^r^erated by tele- 
\Ni(;n, movies, and novels It is not surprisin^^ 
that youn^' people are sometimes confused 
al'>out their sexual roles ancl the appropriate 
ilirection for their ^exual drives. 

Studies by Kin-e\, ('hi\>ten>eii and (ire^^K» 
Hicke> ami Xa>^>^, Hell and ('ha>kes, and others 
ha'vt* prfjvided documentation on the sexual 
"re\<)lution " Whether or not an actual re\"olu- 
ti(in ha- tjceurred, >exual discussion and sexual 
acti\itie> are more opeif than in earlier dec- 
ades. There is e\ i(lence» that the first episode 



of co.tus amon^ ^nrl 



thkin^^ place at an 



earlier u^xo, althmi^'h there has probably been 
little change in the aire for boys.j 18) ' 

The central health i>.sue i^ not necessarily 
the incHk^nce of ^exnial acti\ity anionR teen- 
ager^, but it> consequences — rising numbers 
of 'teenagf pregnancies, VI), and abortions 
perf(H*med on \ery young girls. Under these 
crcumstance-^, someone — health authorities, 
-chool adtjiinistratons, parents, or church 
leaders — mu>t provide guidance and basic 
sexual information for teenagers, particularly 
young teenagers, if the undesired pregnancies 
are to be pre\ente(l and ls to be controlled. 
Just as important, educational guidance is es- 
sent al to the development of a mature adult 
role aod a re^ponsi^[e attitude toward sexual 
beha\'ior. 

Teenage Pregnancies 

^Two out f)f thirteen first births m the United 
States ar(» to girls who are >o young that they 
are ^hrologically "at risk" in childbearing.-- In 
197'], a total of 616,957 girls under 19 years 
of age gave birth. ',()f these, 604,006 were be- 
tween loNind 19 year^ of age andJ2,861 were 
under lo vear^ of age There were 29i) second 



or later berths among niot^iers under 15, and 
parity, \\as not reported for U150 otHer 
mothers in this age group, ^ 

The 1973 birth rate was 59.7 per 1,000 for 
girls 15 to 19 and 1.3 per 1,000 for girls under 
15. These rates reflect an 8 percent increase 
in the number of biilhs to girls und<^^l5 be- 
'tween 1972 and 1973, although all oth^r age 
groups of women showed a decimse during 
this period. The birth ra^^for the to 19- 
year-old group declined n(^i^y 4 percent from 
1972 to 1973, ' . 

In the United States, the av^erage 'age of 
men arc he 's 12,5 years, and girls' average age 
for complete physical maturity is several years 
later, (iirls are at increased risjv ^jrwlogically 
and emotionally if pregnancy occurs before- 
they complete their own physical growth. (19) 

Neonatal, postnatal, 'iind infant mortality 
rates are much higher for infants born to very 
young mothers. Statist'cs .showed that for in- 
fants of mothers under 15 vears of age in New 
York City in .1968, mortality was 107,3 per 
1,000 live births, compared with 21,5 p^er 1,000 
li\e births in the 20- to 24-year-old' age bracket. 
For infants of mothers under 15, 20 percent 
weighed less than 2,500 grams at birth com- 
pared to 9,7 percent of those born to the 20- 
to 24-year-old group, (See table 4.) 

Studies show that pregnant adolescents have 
higher rates for toxemia, prolonged labor, 
premature delivery, pelvic disproportion, and 
cesarean section than moi'e^ mature women, 
and therefore requi^*e more intensive maternity 
care. 



Table 4-— Infant 



mortality in New York City, 
mother: f968 



age of 



er|c 



17 









Rate per 1000 


Age of mother 


Lrve births 


Infani deaths 


live births 


Under 15 


438 


47 


107 3 


15-17 


6.334 


185 . 


29.2 y 


18-19 


12,376 


355 


28.7 


20-24 


48,575 


1,046 


21.5 


25-29 


41,767 


761 


18 2 


30-34 


f 20,399 


415 


.20,3 


35-39 ' 


9,410 


207 


22.0 


Over 39 


2,589 




26.7 


Not stated 


32 


197^ 




TOTAL 


141,920 


3,282 \^ 


J 23.1 


* Includes 50 


nfants born outsrde New York City 




Source New York»City Department of Health , 
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Many piVKnant Kirl.^ art- clasNitunl aN hi^h 
n-^k'^hecau-.t' of Micial ^it'Liatiun> that expu>e 
JLhem tn a wide vnn^v oi atKlitiunal ht^alth and 
niental htsilth pn)ijK^m> K^Turt^ tu niininiize 
ihf-^e Nurial cmidition- and to maintain cduca- 
tional c'iintinuity must al.^u Ijl^ i'un>idLTLHl in 
tht' manaKemL-nt i)f tocnaKe preRnuncy. IdeaII\, 
suitable health care ^huLlUI be ecrmbined with** 
academic proKranl^ to pre\ent the luss of a 
<chm)I year or permanent dropping out of 
school. 

A\a lable famil\ planning ser\aces should be - 
accepted and used by the sexually active teep- 
UKe Kirl If a test f(jr pregnancy becomes nec- 
e<^ary, the Kirl ^hnuld be referred for family 
plannmK or prenatal care a.s indicated by the 
result-^ SnmeyounK women may wish to recei\e 
cf)un^elm;: about aburtion servicas^ dependuiK 
on individual circum.stances. 

Venereal Disease 

There has been a marked increase in venereal 
disease — evidence that the freedom from preR- 
nancy prf.vided by the pill^ nut accompanied 
by freedom from infection. 

The uicidence of Roi^<JrTlTea^-4;as reached 
epidemic proportions amon^ teenal^ers. This 
condition is usually reported by theViale who 
IS experiencing ' painful symptoms. However, 
"sdent" Rt>norrhea in males has incre^ed to 
10 percent of reported ca.ses, which indicates 
the need, for 'screening in the sexually active 
male. 

The "frequent absence of primary symptoms 
in females allows the ilisease to^go unnoticed 
untd -erious ccjmplication.s ^,^£\Aji estimated 
17 percent of women treated i^^gono.rrhea ini- 
tially present with salpingitis. The absence of 
a seroloRical test for gonorrhea makes diag- 
nosis in Women impossible without a cervical 
smear and culture. (20) ^ ^--^ 

Although the incidence of^syphilis appears 
to ha\e -stabilized for the papulation at large, 
th*- incidence for adolescents continues to in- 
crease The* Treponema pallidum that is pres- 
ent in the United States is less sensitive to 
penicillin than that found in Europe, and 
therefore higher doses of penicillin are re- 
quired for «dcH:juate treatmertt. ^ 

The increased incidence of other sexually 
transmitted disea^ses appears to be. related to 



the increase in sexual 'a'ptivity among teenagers. 
Infections with Trichcfmonas vaginalis and 
C^iudida albicans are now yery common. Al- 
though the> are not usually considered as seri- 
ous \enereal dise<ivses as syphilis and gonorrhea, 
these conditions cause discomfort and worry to 
many young people. Thiey will not normally 
come to light except under specific examination 
or direct questioning, so it is important to 
•screen for these infections in routine physical 
exatninations of adolescen^ts av? well as in family 
planning and venereal disease programs. 

The followup of contacts after diagnoy^ of 
a \enereal di.sease .requires open discussion 
with the adolescent who has a known infection. 
Usually, adolescents are eager to protect their 
friends from illness and willingly cooperate to 
pre\ent further spread of their infection if 
their own' identities are kept confidential. 

Drugs 

The u.se of psychoactive drugs has taken on a 
symbolic significance in the youth culture. 
Many explanations for the use of drugs have 
been given by teefiagers, frerfft naive experi- 
mentatibn- to escapism, open rebellion against 
.society^ and pursuit of new meanings of human 
existen<:e. The legal status of drug use is under 
debate in the United States, andja few States 
modified their laws in the 197Qs. The long- 
term medical effects of marijuana have not 
been conclusivdi established. (21) 

Drug usage may be increasing among very 
young adolescents. While drugs are still widd- 
ly^sed by older adolescents, there is now evi- 
dence of a decrease in the use ^f hard drugs. 
Alcohol appears to be replacing hard drugs in 
many areas, partly because, alcohol is more 
readily available and leas expensive. Drs. Iris 
Litt and Michael Cohen of Montefiore Hospital 
in New York City summarize their findings 
abgut this reversal 6f the trend in these words: 

"Although these data would suggest a dis- 
tinct decrease in the misuse of opiates by ur- 
ban adolescents, the continuing abuse, of other 
agents by this i)opulatiQ|i remains a major 
health problem/' < 22) ^^^^ 

Rehabilitation of drug addicts is expensive, 
and there is Oigh rate of recidivism. A few 
facilities conduct programs specifically for 
adolescents, with varying results. 
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Pre\enti\L' proKra^iis cl^Nt^Iopod with the\'(j- 
uperirtion (^f>oun^^ poopk^ them^t^lves appear 
ti) lit' the 4fff?t hopt'fiil a\enue uf cimibattin^'' 
tirii^^ ai)iise and addn'tion * 

Alcohol 

* . ^ 

r)r Morn's K (Tiaiifz, forjner director of the 
National In.stitute oi'i^lcohul Abuse and Alco- 
holism. ha> called ideohol the ifTost abused druk^ 
in the United States in the mid-197ps. In an 
arvicle iMititled "Adolescent Drmkin^^ and Pa- 
rental ^Res]X)nsibihty," Dr. Uhafetz points put 
that aleohoj is availablv in nearly (4\'ery home 
in America 

'The human and social dt'-truction reliked to 
alcnhTtl abiive inclade^ 9 nuljion al(/)holic 
Aniencans. half of the natioii'^ tratlic fatali- 
"^les, half of the J|oniici(I;es. one-thi^ -of the 
-^uicidt^N, and 2 'nullion ^arrests ff)r public 
drunkenness each year 

"All of the -!Kns and si/j>i^^t:cs. o\ er- the past 
couple o4* \ears ha\e ponTted to th^ fact that 
the switch on amTmiK Noun^^ people — from a 
\Mde ran^'-e of other dru^^s to the rpost (ie\;a:<- 
tatin^-- druK of all: alcohol/' Dr. Chafetz re- 
ported He cited many examples; 

"VounK people are bem^ arresteit^for piib- 
jic di*unkenne-.s in lar<re number.s ami itt-<iarlier 
ag"es . Alcoholu^ An(jn\ mtuis ^^roups\for 
teen^i^HT-^ <ire -prin^nn^ up arountl the coij^itry 
wTiere there were none befoue 1970. . The 
Los An^^ele-. Times reptjrtsxin 11-year-old bo>'. 
cel^bratirf^^ hj> dirst birthday with AA — one 
vear of s(>briet\. . . Pup wine sales to youth- 
ful drinker- ha\e i'^crea^ed 10-foId in the past 
1 years . And alc(jholis/n amonj>r children 
betwi'en 0 and 12 years old is beeomini^ more 
and more ct>mnion/' (23 ) / 

The Second Speeial Pveport on Alcohul yind 
Healtb tu Con^re-s from>the Department of 
Ffealth, F^duLati^jn, and Wei fart> states: / 

"Amon^^ Mj\.enth-^nMder^, 63 percent of the 
bo\s and o\ percent of ,tlie Kirls have atMea.st 
tried alcoholic beverages. The percentaire of 
.students who have u.^ud alcohul increa.^es 'with 
ea^h hi^rhur Kn*ade to thj;;^ point where, among 
hi^h ->ihouI .^enior.^, ft^C^ercent of ihe buys and 
87 percent of the ^ir\,^ have had a drink. -In 
placin^^ these figures in perspective, the near 
universal use of alcuhcjl wjthin the teenage 
population 1^ n(jt nearly as troubling as the 



fact Thxit It ha.-, tljeen accompanie^l by a high 
rate of alcohoPalnhse. » 
^ "Xearly uno out of every .seven male higrfi 
school ^eUior.s reports getting drunk at least 
.once a week. Thirty-six percent of alf high 
school students report getting drunk at least 
"four time.s a year. ... a frec^^uency^JJaat some* 
experts believe is nulicative of a developing 
alcohol proldem." y 

/rhe ^American public has not given this 
t/i3n(Vthe attention it (feserves. Now ifTlemands 
urgent action. 

Alcohol usage and some drug abtise are re- 
lated in 'patterns of use and pharmacological * 
action. ^AlcohoU barbiturates, and tranquilizer's 
iwe all central nervous sy.stem <:lppressants. 
Hov\evjer, the logabty af alcohol and social at- 
titude> towards its consumption -ddTer from 
the {irevai|ing mood* of society tovAml drugs. 
Many» parents have compltHely accepVd drink- 
ing by their "teenagers as a safe social outlet, 
in harmony with their ovvn-methoxls of relaxa- . 
tiori^r of escape from pressures of daily life. 

Mental Health ' - ^ . 

Disortlers of mental ^hemth i^)pear to be in- 
creasing ^aniong ytiung f^ople. A diagnostic* 
analyses of patients attentling atlglescent clinics 
show.s that many complaints have an emotional 
etiology. Mental hospitals- are admitting more 
3^oung people^ perhai^s partly us a reflectiT)n 
of the absence of family care. Depression, im- 
pulse^ disorders, ajjfcl ifcltng-out behavior are 
the predomin^j^flfaicTracteristics of adolescents 
who are emotionally disturbed. 

The most dramatic indicator of emotional 
ij^stabilily and iinhc^pine.ss is the mounting 
incidence of suicide. It is the third leading 
cause (ff death fcrr Qlderjj,dolescents. According 
to the National Center for Health Statistics, 
the ^uicicfe pjite for adolescent white males 
from 15 to 24 years of age climbed from 4.0 
per 100,000 in 1955 to 9.0 per 100,000 in 1969 
to 11.4 per 100,000. in 1973. Preventive mental 
he&lt-h programs, /ncluding early %lentification 
and surveillance of those most likely to be sus- * 
ceptible to p.sychological and socio-cultural 
stresses, are needed to reduce morbidity and 
mortality rates. (24) . * ^ 

A medicf^l history should always include 
questions that will provide information about 
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an a(l^>k'^ct'nt's emotional ^tatu^. When ehKion 
i.^ folluwtjil l>\ a depifs>n.>n that li^ails to w ith- 
drauaK inacti\it\, anil appt'tito ami hownl 
chanKe>, the ile^ret' and Irequuncy of thuse 
niooil >^\MnK^- >houUl always bu serunisly e\ala- 
atud It i> important to timl out any family 
histor\ of mental illness, aleoholi.sm, or ilru^!: 
dependence. 

The ({ualit\ of a teen^i^er's relationship to 
faciidN, peer^, and >chool persjnuel may ijuli- 
^ eate early s k"-^ ^^f dit{iculty m a^sumniK nor- 

mal interpersonal relationships. 

The way in which the adolescent sperKls his 
or her free time, includini^ recreational inter- 
e>t^, \m11 pro\ide further information about 
per^<jnalit> Preference for ^roup ur solitary^ 
pursuits and the role played m athletics, 
drama, danl'ln^^ nuis c. and craft> should be 
noted 

^Smoking 

Kflort.s to di^coura^e youn^; people from smok- 
injr ci^^arettes ha\e not been very successful 
o\e!* the years, and the subject remains a 
challen^'-e in the field of public health. After 
tlecreasuiK for se\eral year>^, sales of cigarettes 
in the United State> be^^an to increase in 1971. 

(•hildren below the eighth grade level in 
some eommun.ties are now smoking cijyarettes. 
According to ^'Profiles on Children," 14.5 per- 
cent of junior high school students admitted, 
to smoking With some regularity in 1969.(25) 

A reprjrt by the National CIearinghou.4e for 
Smoking and Health for 1974 .shows that 15.3 
percent of girK 12 to 18 years of age and 15.8 
i percent of })oys in this age,gn)up were current 
I regular smokers At ages 12 to 14, 4.9 percent 
of girls and 1 2 percent of boys said they 
smokefl regularly, })Ut these figures increased 
to 20 2 percent (jf girls and 18.0 percent of 
boys at ages 15 and J 6, and 25.9 percent of 
girls and .'51 0 percent of boys at ages 17 and 
18 

The Siirgf'on fieneral's annual reports on the 
health ('f)nsvfjuenri'^ of smoking ha\e docu- 
^ menteij the fact that tars from cigarettes are 
r'arcintigentc Smoking n(jt (jnly incriiascs the 
ri^k of (anrer of th»' lung, esophagu.s, larynx, 
j^-nri blaibler, but also asM^ciated with coro- 
nary artrrv di-ease, and other diseases. 

'I'arlike substances cause epithelial damage 
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to the air sacs in the lung, loss of alveolar 
elasticity, rupture of the aheoli, and then in- 
e\itabl\, emphy>ema, Although it takes 10 to 
15 year> of heavy smoking to reach this point, 
a teenager who has an intractable habit at 14 
could be a respiratory cripple before age 30. 

Cigarette smoke inhalation during preg- 
nancy has been shown to contril)ute to low 
birth weight in babies, although certain stud- 
le^ suggest that this is due to the smoker not 
the smoking. There is little to show that the 
h^ibit of smoking is being discouraged among 
pregnant teenage girls. (26) 

Private and Government agencies have'been 
promoting educational methods to reduce smok- 
ing among people of all ages and have also 
been supporting research on the effects of 
smoking foi^ years. These incltTde the Ameri- 
can Lung Association, National Cancer So- 
ciety, schools, medical and dental societies, and 
many other educational and health-related or- 
ganizations. Withiri the Department of Health, 
Education, and Welfare, research is conducted 
by the National Cancer Institute and the Na- 
tional Heart and Lung Institute; educational 
programs by the Center for Disease Control; 
data gathering by the Office of the Surgeon 
General, Public Health Service; and coordina- 
tion of information by the National Clearing- 
house ou Smoking and Health. 

In the spring of 1975, the American Acad- 
emy of Pediatrics issued a warning about the 
dangers of cigarette smoking by children and 
teenagers. J'he problem is enormous : every day 
3.200 young people aged 12 to^ 18 take up 
smoking. The habitii of parents, older brothers, 
and older sisters seem to influence a young- 
ster'> decision to smoke or not to smoke. The 
Academy found that although teenagers are 
aware of the health hazards inherent in cig- 
arette ^moking, most believe it could not de- 
\elop ijito a health problem for them until they 
are **well a(h'ance(J in years." The Academy 
recommends a new look at preventive meas- 
ures: an educational program £o bring infor- 
mation about the health problems associated 
with smoking to children before they reach 
puberty, reinforced with efforts to reach 
parents, and the commitment of the pediatri- 
cian^ or physician to include information and 
counseling about smoking in the total appijlach 
U) preventive health care, 
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Runaways 

Adolescents who run a\va\ from home put an 
increasing iuirden on families and onicial a^en- 
eies, A runawav n b\ definition any youn^ per- 
>t)n le^N than 17 xeav^ of a^i' ^^ho h away from 
home w.thuut permission. It is nearly inipos- 
Mole to lount the number of runaways because 
these children a\oid situations where' they 
niiKht he identitie(l. and often remain in hid- 
ing. It Is certain that their numbers are in- 
creas.nLT Kstimates oi^^ runaway s in the United 
States ran.ire from 1 mdhon to o milHon vouths. 
'"and more than 5o percent are •:irN. 

KmerKenc\ >heIterN ai-o needed for the 15.-* 

000 runaw'a\s who return to No^ietv voekin*: 
help f^ach week H\en on a Nhort-term basiN. 
)ad- ar»' not acceptable as hcldm^jf facilituN for 
the-e youiiK people. It is dle<ral for an indi- 
vidual to pn)\ id^ shelter for a runaway in 
mo-t States. Return to the t(*ena*rer's home fre- 
(luently in unrealistic, and some form of foster 
care nia\ be a better alternati\e 

Dr. Helm Stierlin of the National Institute 
of Mental Health summar'i/.ed the problem of 
runau*a\N m these words: 

"Modern adolescent runaway^ reflect vary- 
ing family (hnamics, as revealed through long- 
term family therapy and observation/ These 
family dynamics can be conceptualized as dis- 
turbanccN in transactional modes. Transaction- 
al mode^^operate as the co\ ert organizinglback' 
ground to the more ()\ert and specific^hild- 
parent interactions. The modes of binding dele- 
Katin^/ and expelling are defined depending on 
w^hich mode is dominant, runaw^ays and their 
fatnilies neerl to he \iewed and treated difTer- 
ently. * r27) 

•*A Study of Wandering Youth," published 
in 1973 by the Council of Planning Amiiates 
in Seattle, indicates that the a\ 
runaway^ in the State of Washi 
With oO perienL of th'e total bet 

1 1 Thi^ study point- out that 
quently frantic in then* attempts 
their offspring, can expect little 
from pf^bce department.s .-wamped by immense 
pending files of similar ca>es. Like neai'ly all 
migrant group-, thesf young nomads tend to 
follo\^ certain estaTdi^hed traiK, with Seattle 
a fa\ oiite xt«tp.)\er The niotivatK)n for change 
and m(>\ement ha- little to do with the search 




reco\ er 
a.'ssistance 



for employment or becoming self-sufficient. 
(28) The older adolescents are sometimes seek- 
ing an idealized version 6f communal existence. 

Dr. Robert Dei.sher, pi'ofes.sor of pediatrics' 
at the University of Washington in Seattle, 
has analyzed some of the a\"ailable data on 
transient youth. He finds many reasons for 
running away. Some teenagers leave home to 
bl'eak ties w^ith the e.stablishmen^, or to make 
purposeful exploration for the future. Others 
run away because of problems they want to 
keep secret, such as pregnancy or a drug habit. 
For the majority, family disrupti^ or other 
domestic trauma precipitates the act of de- 
parture. ^ . ' 

Some of these'youngsters drift in and out of 
their own homes and never really lose touch. 
Othei's, psychologically damaged, wander aim- 
lessly. ' Some survive by making it on the 
streets. A few teenag"ers, unable to cope, become 
■ progressively involved in crime. 

The needs of runaway.s who are found by 
police or, others are in this order of pri6rity: 
food, housing, clothing, employment, and medi- 
cal care. 

Dr. Deisher.sees the physician's role in help- 
ing these adolescents as one of being aware of 
precipitating factors in family life and acting 
to mitigate their effect before they become ir- 
reversible. (29) 

A Xationa'l Telephone Hotline for runaway 
youth w^as established in 1974 under a $100,000 
grant to Metro-Help, Inc., of Chicago. Sup- 
ported by the Office of Youth Development in 
tho Office of Human Development, HEW, the 
hotline demonstrates the feasibility of provid- 
ing a toll-free 24-hour telephone seryice as a 
neutral channel of communication between 
runaway youth and their parents. The toll- 
free number is 800 621-4000. 

The (Uscovery of multiple murders of adole's- 
cent ^51*^ Texas in 1973 gave nationwide 
jmp^^ ^o Aarlier attempts to solve the prob- 
runfaways. The Runaway Youth Bill 
had been/introduced in the U.S. Seriate in 
lyTivJt was designed to strengthen interstate 
reporting services for parents of runaway 
children: conduct research on the size of the 
runaway youth population; and provide for 
the establishment, maintenance, and operation 
of temporary housing anri counseling services 
for transient vouth. 
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AUtT «^^'\t'^al iU'lciy->, the bil! \\a> incurpu- 
ratt'il\i- titlt^ III. the KuiKiua\ Act, ni tlu' 
Ju\t'/i:lr .Ij^ti^t' Act (pLibhc I/aw 9:M15), 

h.i'h \sas «^l^rlt'(l ]n PruMiU'iU (icralil Vi)V(\ on 
September 7. nJ7-fr / ' 

T.lle III authurl/.t"^ live .'^eparate units With- 
in ^.hf iK'partnunt uf Health, Kducatiun. and 
Wt'lfarc tu 'Ai>ik uri behalf uf runaways, under 
the lea-iler «^hlp uf, tht Otiice uf Vuuth I)e\elup- 
niunt. The-f unit> awarded the follow m^j: 
^TixnL> and contracts in FV 1975; 

Xatiunal In-^titute uf Mental Health (NIMH) : 
$l,G22,n2o tVr :U .shurt-term demon.stratiun 
pVuJect«^ tu help runaway.s. - . ^ 

runimunitv ScM'\ ices Administration: $281,- 
.^!*."> for 2 grants — to ^lt'^eKJp a national train- 
* inir proL'-rnni for pr(»t e.s^ujnaLs who. deal with 
runawa>'^ and to develop a typology of runa- 
wa\ \uuth / 

Otfue of Planning and E\a]uation; $72,000 
to tt'st thi' fea>ibility of a national study to 
ileturniuie the actual number of youth who 
run away, who they are, and where they come 
from. 

Office of Vijulh [)e\t^lopment: $60,000 to 
Cijnduct three reKiunal conferences for law en- 
f(jrccment officiaLs, parents oi runaways, and 
pnjfeoMonal vuuth workers \yho will help de- 
/trtfrmine the scope of future Federal programs 
to deal with runaways. 

Office of General Counsel : '$30,000 for a na- 
tional .study of legal status of runw^iy youth in 
53 jurisdictions. 

School Achievement 

In adoleiscence many yuung people perform 
poorly in school. Some are well endowed intel- 
lectually, but have been turned off by the regi- 
mentation of school or what they perceive as 
irrelevance of t^fS^TH^rriculum. 

Many ^ehools^ave hjecome large and imper- 
sonal, particularly ^n metropolitan and urban 
areas. De>egregation and busing have been ac- 
ct^pted in >ome communities, but have disrupted 
both blacks and whites by introd^icing issues 
that diotract students from their educational 
pursuits. The system based on cognitive 
achievement has produced an increasing num- 
ber of illiterates and delinquents. (31) 

The gifte<J child is still stimulated by a dedi- 
cated teacher, while those with average or be- 



low average >kills are often left to , struggle as 
be^t they Cifn. Children who have difficulty .in 
school performance as teenagers may have had 
trouble m keeping up with the i:est of the class 
suice kindergarten, but it is the pressure of 
adolescence that brings their problems to tHe 
.surface. JJnderachievers may have specific 
l^irning disabilities, minimal brain damage, or 
urire^ohed emotional conflicts that schools are 
unable to alleviate because of limited budgets, 
te<ichers with full classroom schedules, and 
lack of trained -specialists. Other young *people 
believe that they are being programmed into 
molds .vvhi3re their expectations will not be 
realized by society. For example, American 
Indians have a high dropout "rate* in high 
school, often after performing well in early 
years. 

Adole.scence is a time for vocational choices. 
The teenager should be encouraged to function 
full/' to the level of his own potential. Some- 
times both teenagers and their parents need 
help in the realization that their plans for col- 
lege or professional training are inappropriate. 
Things^may go better after parents .stop trying 
to push their teenager to wH*calistic academic 
levels, and the teenager himself rechannels his 
efforts toward goals that he can accomplish. 

Handicapped Adolescents 

A handicapped adole.scent is burdened with a 
double load: his perception of his handicap is 
intensified as he faces the problems of adoles- 
cence. Subconsciously wishing to cpmpete with 
others in his age group, he becomes more 
acutely aware of the differences between him- 
self and his normal peers. 

The nature of the original handicap may be 
orthopedic, cardiac, neurological, or cosmetic. 
-By the time he reaches his teens, the handi- 
capped youngster has learned to4tve within his 
limitations and may have a fairly normal life 
except for wearing a hearing aid, brace, or" 
glasses, or avoiding extreme physical activity. 
To him at this time the handicap is seldom of 
prinfiary importance. Instead, he is concerned 
with the problem that makes him different sub- 
jectively, when his intense desire is to be the 
same as everyone else and meet peer standards. 

Children with .severe handicaps, who two 
decades ago would have died in early life, are 
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now NuniMiiK into udukhood. For them, a 
uhdle iww Ydiv^e of prtiblenis ami adjustments 
emerg^'s an.iind vocational trainmK. sexual de-" 
veiopmTn7tr^ppropriatenes> uf marriage and 
genetic implk'ation^. 

P.es{^>nM' tn family plannin«r education pro- 
^Tanu fur deaf and blind adidescents indicates 
intense interest m dealm^^ with their special 
problems 

This time of painful confusion for the handi- 
capped teena<rer uas recognized by a medical 
student from jlut^HMN Medical School: 
^ "My tir;t as<-nr„n^.,it ^^ji (]^^ adolescent- floor 
of Lnn^'- Mand Je\vi-h-I^lNnle iFtMHclTrT^t^ 

was a ear-old \\ h>Ni,it<niaIe with'cystic" 
tibn»-i-, LitmiiiK in thi<.tiine with an exacerba- 
tion ..f her distM^e and with (jne of the most 
comm<»n i< •niplicat tn^ nf her jjrimary illness, 
inte-tinal ub-tructmn The medical treatment 
instituted in thi^ case was not different from 
that u^ed for ca-e«> uf intestinal obstruction or' 
chronic ob^t*ructi\e pulmonary disease. The 
verbal mana^^enient. huwe\er, for this particu- 
lar patient had to be alteretl dra^trcally. 

"This lO-year-uKI appeared to be somewhere 
between the [maturational] aKe^ of 10 and 12, 
wMth nu apparent development of secondary 
sexual chariuteri4ic- I spent a ^reat deal of' 
time with her in an attempt to win her confi- 
dence and I learned that her major problem 
was not cystic fibrosis nor multiple hospital 
admission^: it was in truth the fact she was 19 
years old and had not yet menstruated." (30) 

The difficulties encuuntered by youngsfters 
with mental retardation are even more chal- 
lenprin^ than thu-e stemming from a physical 
handicap. P'or example, a workshop for parents 
and others concerned with retarded adolescents 
was held in Phoenix, .Arizona, in October 1973. 
Some findings were reported by the Phoefnix 
Gazette: ^ . ; 

"Adolescence is a pretty rou^^h time in any 
child's life . . . and for the retarded child, it 
can be a ilouble whanimv. It\s a ^'rowing period, 
a time of rapid ph>.sical changes, many of 
which the ret<irded jroirnKster doesn't under- 
stiind. It's also a .^^tage when most children 
begin to socialize more, attain individual 
achiev ement, and begin thinking about careers, 
P'or <a child who >eaIi/e^ his chances for per- 
sonal happinbs^ are extremely limited, ado- 
lescence may be traumatizi-ng. 



"In.^ adolescence the [retarded] youngster 
realizes he can't compete with nornial *peers, 
that he's 15 or 16 and he's in a special group 
at school because he's different. You sit down 
and listen to th(>se kids ... the content of their 
conversations togethef centers on theij unhap- 
piness, their feel irfg they're ditferent. It's heart- 
breaking. Sonxe of the.se kids can think thifigs 
out pretty well, though they're functioning on 
the retiirded level. 

"What we need to realize is that a retarded 
child jb> morejike a no^nial child than he is 
different. ... He is a human being with the 
saniiiu^nii^^ the same physical develop- 

ment. He will n^fl^Qt the treatment he gets as 
well a.s his parenUs' philosophy of life, whether 
it is permissi\e or strrct. He can't be allow^ed to 
rule the roost, havin^n no demands placed on 
him at all. He can't fbe made the scapegoat, 
either/' 

Sex»ual developmentXin r^arded adole.scents 
is sometimea^a surpri.se>.to panwlfs. Dr. Mar- 
garet Tenbrinck, director\)f th^^hoenix Child 
Evaluation Center, points out: *Tarents some- 
how^ assume r^tardec^ children wdll remain as 
children, physically 'as w^^l^^^a^ mentally. But 
the normal physiological changes of adolescence 
do take place, and retarded teenagers begin to 
have feelings toward the opposite sex, • ^ 

^"Thjey will have questions but won't know 
how tO'^ask them, so parents need to'anticipate 
their feelingrs and explain what's happening. 
Girls', particularly, will need to be protected 
and given close parental guidance so they are 
not taken advantage of. Retarded children are 
easily led and will do many things to gain ac- 
ceptance," 

« 

Adolescent Mort^dity and Mortality 

Adolescents are considered to be a healthy 
"population group. By this time congenital 
anomalies have been detected and treated. Im- 
munity—passive or acquired — has been devel- 
oped against infectious diseases. Degenerative 
processes have not begun to show their effects. 
Neverthelcvss, adolescents do di^, * ^ . 

Accidents are the leading cause of death for ^ 
the 15-. to 24-year-old age group. In 1972, the 
fatality rate for all accidents was 68.1 per 
100,000 population in this gjoup, or 53 percent 
of all deaths. The death rate from all causes 
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was 127 7 per 100,000. Other major caa>es uf 
lieath ami the rates per 100,000 in the 15- U) 
24-\ear-()Kl K^'^up incliule humicide — 13.5; si^ii- 
ciiie — 10.2: 'malignancies— 7.7 : and cardiovas- 
cular dNease.^— 4 fr. (32) 

The motor \ehicle accident death rate fur 
the 15 tu 24 age group was 47.4 per 100,000 
population in 1972, and the^ death rate for all 
uther accidents was 20.7 per 100,000 popula- 
tion. 

The accident toll has not been confined to 
autonun)iIes, however. 

Fir<?iirm death-^ ha\e iricrea.sed during the 
196^)^ and 1970s, but laws to control purchase 
and possession of guns ha\e not been enacted. 
Systems of rewards fur handing o\'er firearms 
to local auth(jrities have, at this writing, had 
only limitefl success. 

Deaths related to private aircraft have in- 
creased Many teena<^ers drive or ride snowmo- 
bdes and" minibikes, which have been involved 
in a number of fatal accidents. Other danger- 
ous hobbies of young people include sky diving, 
motorcycling, and motorboating. 

These trenc^s persist in spite of a substantial 
increase in both money and manpower devoted 
to reducing accidents in recent years. A con- 
sumer movement has evolved to cletect danger- 
ous products and eliminate them from sales 
channels. The Federal Government has assumed 
an- active role in enforcing safety measures. 
Studies sug-gest that accident rates have in- 
creased despite thes^e counter-measures because 
tlie action has for the most part been post 
mortem or post factum rather than preven- 
tive. 

It is likely that high accident rates will con- 
tinue. Ina'act, the spectrum of home and recrea- 
tional accidents may broaden because some ele- 
ments of the American culture .continue to 
stress risk-taking and aggressive competition 
as desirable behavior. 

Violence has become increasingly evident in 
our culture, with powerful implications for the 
accident rate. Continued exposure to violence 
in films and on TV produces an increase of ag- 
gressive behavior in play and personal ' inter- 
change. 

.\rloIescentsdi»^ from a number of other causes 
such as infectious hepatitis, overdoses and 
other complications of drug abqse, or over- 
whelming infections sup(?rimposed upon a 



chronic disease. Such teenagers are usuall.V in 
a state of marginal nutrition, and profound 
\lYal' or bacterial infection can lead to quick 
and .unexpected death. 

Unu.sual conditions that occasionally occur 
in adolescence may be fatal if diagnosis and, 
treatment ^ve delayed. For instance, cases of 
tropical sprue were reported in 1974 among, 
young people who traveled the road to Kat- 
mandu. Symptoms tend to be non-specific and 
may resenible a traveler's upset stomach. This 
disease is extremely difficult to diagnose, and 
a definitive an.swer may be obtamed only by 
sigmoidoscopy and biopsy. (33) 

Tuberculosis and other preventable diseases 
may increase in the future because of voluntary-, 
crowding in I'ving arrangements and lack of 
personal hygiene. 
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SERVlCfS FOR ADOLESCENTS 



Principles and Their Implementation 

Technulugical and suciu-psychulogical knowl- 
edge has increased rapidly, but the systems 
through which patients may benefit from these 
advances have fallen far behind. Although 
health service delivery and quality of care are 
being constantly .-studied and general concepts 
have been formulated to sug'gest the vital ele- 
ments of successful health care delivery, no 
coordinated approach for widespread imple- 
mentation has developed. 

This is particularly true in adolescent heaJth 
care. A 1972 survey of 43 clinics that trea^ 
adolescent patients pinpoints the dilemma. 
The clinics wer^ connected with private organi- 
zations, medical schools, teaching hospitals, and 
governmental agencies; none was able or will- 
ing to identify the single most effective method 
for the delivery of health services to adoles- 
cents. 

Traditional and innovative models of ado- 
lescent health care delivery are being reviewed 
at present. From these, successful approaches 
can lie extracted and consolidated to form 
* Viable programs. 

In a review^ of available methods of health 
care delivery for adolescents, it appears that 
principles should be developed around ^^e 
major areas of concern : ' \ 

1. The Clinical Environment 

2, Staffing 

♦ 3. Quality of Care , , 

4. Privacy and Confidentiality 

5. Barriers to Care 

The Clinical Environment ^ * ^ 

This covers such points as the accessibility of 
services, location of the health unit, provision 
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of privacy without isolation, and the age speci- 
ficity of the patient load. 

Services for teenagers should be provided 
on an age-specific basis, in areas specially 
designated for them and not used by young 
children and adults. The adolescent clinics 
should not be isolated from other areas, how- 
ever, arid the necessary diagnostic and treat- 
ment facilities should be accessible. An elabor- 
ate physical plant is not necessary, but a wait- 
ing lounge that affords privacy is appreciated 
especially if it reflects teens' taste in decor, 
reading material, and music. There should be 
a relaxed and friendly atmosphere where the 
teenager feels both welcome and respected. 
The waiting area may serve as useful space for 
rap sessions, health education activities such 
as movies, and presentations. ^ 
^ Practical considerations such as scheduling 
clinic hours after school, in the evening, or on 
weekends may influence the adolescent's will- 
ingness to utilize services. 

Neighborhood clinics, set up in many 'cities 
as satellites to a hospital, have eliminated some 
transportation difficulties, and brought services 
closer to where people live. Such clinics pro- 
vide an excellent opportunity for' physicians 
in training to leave the institutional setting 
an^ see how people live in a community. 

In the past, services for teenagers were 
^a^ilable only in traditional hospital settings. 
Th^se have not^been-generally acceptable to an 
essentially healthy group seeking preventive or 
primary -care. 

Staffing 

Staffing patterns in units caring for adolescents 
have undergone considerable changes in recent 
years. The advantages of a multidisciplinary 
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tiMnrha\e been demunstrated. When a ph^'- 
Mciun IS assisted by a nurse, a social worker, 
and a nutritionist, he is relieved of some rou- 
tine patient counseling and has more time for 
patient> with unusually complex problems. The 
pruK'rani becomes greatly enriched when' there 
1^ team participation Involvement of visiting 
p\vchiatrists^ and psychologists enhances the 
program bylielping team members understand 
the normal p>ych()logical development of ado- 
lesctirtts and by providing consultation in the 
nianagunient of adolescents who have par-' 
ticularly severe .problems. 

A full range of pediatric and adult medical 
^pecialist.s is usually available at a backup 
facility for consultation and they should be 
f utiLzt>d A gynocolognt who will see pa- 
tients for contraceptive counseling and gyne- 
I'ological disorders is now commonly a part- 
time member of the adolescent unit team and 
proMdes an alternative to specialty clinic re- 
ferrals. The team approach of a multidisciplin- 
ary staff gives a broadened view of the teen- 
ager's needs. Community aides who work under 
the super\ision uf the professional staff may be 
invaluable in filling the communication gap 
between pro\iders and teenage users of care. 
(34) 

Interdisciplinary team meetings for selected 
case reviews provide an opportunity to con- 
si<ler a teenager plus his family from various 
point^ uf Mew. Decisujns reached through this 
collaborative approach may be more realistic. 
When referrals must be made to another clinic 
or agrni-y, a -tafT member >;hould serve as advo- 
cate f(jr the patient and be responsible for 
folluwup act on. The teenager requires one 
h(jnie base fur health care, and information on 
all other -ervic^'s and referrals .should flow back 
to tha' fucal pf'int f^v c(Jn.>^(Jlldation and future 
planning. 

The attitude^ of every member of the pro« 
f('^^iunal and support staff have a marked 
effect on the adulescent's response to services. 
fndiMflunl. vvurking with young people should 
be able to relate easily and from a nonjudg- 
mrntaJ viewpoint. An adequate orientation to 
tho devf^lupment<il a>pei*ts of growing up and 
in-erv ice education can be most helpful. Teen- 
agers say that the professional discipline of 
the^helping person does not matter, but that 
the personality and attitudes are highly im- 



portant. A holistic approach to care of the 
teenager is indicated; attention to emotional 
arid social needs is no less important than at- 
tention ta biological needs. (35) 

Quality of Care 

Young people deserve the best i;i health serv- 
ices. Care offered in an adolescent facility 
should meet all standards of the parent institu- 
tion. When funds are limited, -thfere may be a 
temptation to cut corners, which results in 
spcond-rate services. 

There has been much lip service paid to the 
planning of continuity, completeness, and com- 
prehensiveness of health care, but these quali- 
ties are too often missing in actual delivery 
progi'ams for teenagers. Yet they' are directly 
related to efforts to maintain high quality 
services. .It has^ been demonstrated that com- 
prehensive care for teenagers, given on a con- 
tinuum, reduces the number of episodic ill- 
nesses, hospitalizations, and lost school days. 
Such care may also cost less. 

Ideally, care should be comprehensive in the 
range of services offered. The phases of care 
include outreach, evaluation, treatment of de- 
fects, rehabilitation if necessary, and finally 
*the maintenance of patients in a state of con- 
_ tinued health These concepts may be imple- 
mchted by a care management plan for each 
individual, measuring progress by means of 
the benchmarks used in maintaining problem- 
oriented records. 

The routine inclusion in teenage programs of 
dental and nutritional iisse.ssment and treat- 
ment has helped improve the health status of 
youngsters. Education about food values and 
demonstrations in the planning, budgeting, 
purchasmgrand preparation of balanced meals 
is essential. 

The initial medical history probably remains 
the most important phase of vthe entire health 
process. Regardless of the ^nah^re of the pre- 
senting symptom, the practitioner has a re- 
sponsibility to determine whether this adoles- 
cent is at ease with himself, whether his life 
is going .smoothly, or whether he is confused 
and troubled Developing a therapeutic rela- 
tionship with the physician, nurse, or other 
health worker may be of great value to the 
teenager. If the history is t^ken in an yisen- 
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>itivt^ or mechanical \\a\. the adolescent may 
We tunuMi off tu ^uch an extent'^ that he will 
not return (36) 

' ' Par^ij:^ who are present may provide some 
nf thr medical histt^rv, })ut the health profesr 
^iiinal should ah\a\> spend tinie alone with 
thf adtiRAcent All teenage patl^its should be 
rea>;<iired a^ to the Confidentiality of their 
-tatement>, and the h.>tury taker shouKUidhere 
>.'rupul(>u>l\ tu e\er\ promise made. 

Some a>>e>>nu'nt nf an adolescent's percep- 
tion of >elf should lie uhtained, and relation- 
ship^ With family nicniber^, peers, schotd per- 
-^^n^td, and the comnuinity explored Predomi- 
nant miM)(K art' t>f importance as i> school per- 
!*"rniancr {) .r%tj>>n> -hould be oDen ended On 
the fir>l rncMiinter th{- teena^'-er -should not be 
j)';>hfd il'>("i>^ intimate matter-^ before he 
h.i> bdl* iip <>,nie rapport with the hi<;tory 
taker 

In format 'on about sexuality Nhould be elic- 
ited with tact and consideration for the teen- 
a^er^ feelin{r< Somet'me< a (luestionnaire that 
the teena^/er completes by herself 'or himself 
antl then rt»\ievvs with the practitioner is use- 
ful in obta'nin^r detailed pers;>nal infor^mation. 
N-ue> a^out the purely phys-cal aspects of 
men-truation, e\ idence of and famil\ 

pianrpuK nieth<jil< may generally be raised 
without undue reticence. Howe\er, the"so topics 
-hould be placed in*the wider context of human 
relativii'^hip-, and 'it n here that the practi- 
tioner ^h(Juld con\e\ respect for and under- 
■^tandin^ of the teena^'-er liecoKnition of the 
adole-^^■ent'> desire for humun closeness be^nn- 
nniK With dat n^^ and leading to more specific 
-t'Xual actiVitx i< likely to be the be<t approach. 
Ajjurelv vlinical mterro^^ation when the teen- 
iUrer ha^ not mentioned a problem is likely to 
iMmi^understorjd and res^jnted. 

jRhi'sical examinations carry a special *sijr- 
mVcance for mo,->t teenagers, wh(j are tmusual- 
ly awart' of their de\elopinK^ bodies. Procedures 
should be ilescnbed and diMnissed and a rea- 
son -should be en f(jr each one before they 
are performed. For example, a pelvic examina- 
tion can be particularly traumatic for the teen- 
agt' Kirl. The ^nrl or boy shoukf be permitted 
to state preference about the sex of the ex- 
atniner and the* presence of a chaperbne. 

TKe^ follow up of missed appointments re- 
flects the interest of the clinic staff as well as 



their desire to pro\ ide good care. This i^ctivity 
-should not <ri\e the impression of punitive sur- 
\eillance, but one of positive participation in 
each induiduafs health status. 

When teenagers have adjustment or emo- 
tional problems, particularly within the home, 
a short senes of counseling se.-sions with an 
interested staff membei* may be highly efTec- 
ti\e Medical students and residents have been 
able to play this role successi'ully w^hen given 
adeciuate super\isi()n from a more experi^enced 
>tair membej'. This procedure proviiles new re- 
>ponsibility for the trainee and hel?ls to .stretch 
the a\ailabie manpower, in addition to help- 
ing the teumiger There are manv patients for 
whom thi> kind of therap\ would not be ap- 
propriate, however. 

Privacy and Confidentiality 

Policies should be developed to preserve the 
integrity of adolescent rights to personal dig- 
nity. It is advisable "to set definite guidelines 
concerning the involvement of parents during 
the provision of care to adolescents. 

Adolescents should be allowed — but not 
forced — to accept the responsibility for their 
own health care. This implies the right to gi\e 
inf\)rme(l consent to have private visits with 
their own physicians and to pre.serve the con- 
fufentiality of their own medicai records. 

no\ve\er, when teenairers have not reached 
thi"^ degree of emancipation, some involvement 
of parents is acceptable and desirable. 

At a time of crisis, parents should be given 
a chance in offer support to their children, re- 
gardless (jf age and prior strained relation- 
ships. Where distance or i)ad feelings present 
uns ur mo un table Ijarriers, other wavs of pro- 
viding support must be found by the health 
care team. 

Many adolescents are particularly eager for 
a.ssurance (jf confidentiality and even anonymity 
when their problems lie in .socially .sensitive 
areas. The re(iuirement of parental consent has 
severely constrained outreach e/Torts. 

A survey of adolescent clinics found that 77 
percent of respondents do not disclose patient 
identity to anyone outside the clinic, and 51 
percent require parental consent for treatment. 
Sixty-seven percent of children's hospitals that 
responded require such parental consent. 



StafT .should have defiiute policio? to follow 
conceniinjr privac\ and confidentiality, .withiin 
the hmits of ex'Stin^ ^^tato laus and reRuIa- 
{lun- When situations an.se that are not clear- 
cut, they sh(juld be fully discussed "with the 
adofe.sctnit, su at all times he feels that the statT 
have hi^ h^<t interest at heart: The pros and 
cun- of parental m\ulvement is a controversial^ 
i^<ue, and ^tatf should be jriven opportunities ' 
to explort' its implication^ amonjr themselves. 

Barriers to Care 

Requirements reflitin^ to ability to pay, par- 
ental consent, and other administrative red 
tape should be kept to a minimum. These fac- 
tors are the ^^reatest deterrent- to an adolescent 
^eekln^^ health care 

The le^al ri^dits of minor- present a C(jmplex 
and continually evohin^ /Picture. In a larjre 
measure, children ha\e been tleprived of legal 
rifi^ht-; under a ^y-^^tem where adults, institu- 
tions, and court-^; assume that their acts on 
behalf, of the minor will be in his or he/ best 
interest, whil^^ giving the young person vir- 
tually no voice at all. There has been little 
recognition that the acquisition of maturity is 
a developmental process throughout childhood 
and adolescence, and that young people have 
substantial capacity to participate construc- 
tively in decisions affecting their lives long be- ^ 
fore they reach 18 or 21. 

Dr. Adele D. Hofmann, of Rellevue flo.spital, 
Xevv York City, has described the first step 
in extending legal rights to adolescents as be- 
ing the development of protective statutes and 
codes. She lists a second step as the court de- 
cisions in the lOGOsTand 1970s that affirm the 
constitutional .rights of minors. 

There has been \igorous action to afford 
minors adult rights in matters of medical care, 
Dr. Hofmann has pointed out. Since 1967 al- 
most every State has enacted legislation enab- 
ling specific groups of minors to consent to 
some or all of th^ir own health care. The trend 
to expand the scope of such statutes seems to be 
accelerating. These laws, whlch^have arisen in 
part out of the recognition that many adoles- 
cents have the capacity for making a valid in- 
formed consent, are comparable to the com- 
mon law exception for emancipated minors. 
(37.) 



Health Delivery Models 

It may be significant that all informal ^analysis 
made in the fall of 1974 of all bills ^hen pend- 
ing for national^ health insurance showed only 
haphazaiiel coverage for children over 6 years 
of age and even more nebulous coverage aftpr 
age 16. ;v ' 

This observation is indicative of the situa- 
tion that^finds'both private and public sectors 
of health delivery systems assuming some re- 
sponsibility for the health care of adolescents, 
without the necessary interfaces to achieve a 
cohesive program. It is not realistid^ suppose 
that 40 million teenagers can ever be absorbed 
into one special .system of health care, however. 
Perhaps the best approach is for existing sys- 
tems and those- who operate within them to 
adapt their present facilities to incorporate 
adolescents with an age-oriented approach. 
There is nothing to prevent the provision of 
good, comprehensive care for adolescents in 
evev^^ype of program, in spite of handicaps 
such as lack of funds and space.^ 

Private Physicians 

The vast majority of adolescents whose fami- 
lies c^n JtfTord to pay for their medical care 
or whose families have medical insurance cov- 
erage receive services from a^private physi- 
cian! This may be a pediatrician, a physician 
.specializing in adolescent medicine, an inter- 
nist, a general practitioner, or a family prac- 
tice specialist. 

The older the adolescent grows, the more 
likely his health care will be'trisis oriented. 
For the teenager who* can afford the private 
practitioner, the treatment is generally of good 
quality but may be fragmented and one-dimen-. 
sional. Certain elements may be neglected be- 
cau.se of lack of time or facilities. The adoles- 
cent may be referred to other ^^dical special- 
ists such as the ophthalmologist or the gynecolo- 
gist, but rarely to a nutritionist or social 
worker. ' 

Hospital Outpatient Departments 

Less fortunate is the youth from a home with- 
out medical Insurance coverage. When -he is 
ill or troubled, the hospital emergency room or 
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Table 5 -Health probiems mo^t often jdenlifled ampng adolescent patients at Montefiore Hospital and Medical Center 



Primary problems 
of adolescence 



Scoliosis 
Slipped epiphysis 
Acne 

Sports injuries 
Mononucleosis 
Body jmage 
Drug abuse 
Venereal disease 
Goiter 

Sexual dysfunction 

Delinquency 

Tumors 

Anorexia nervosa 
Hepatitis 

Primary amenorrhea 
School-learning problems 



Problems made worse 
by adolescence 

Tuberculosis 
Automotive injuries 
Unwed pregnancy 
Suicide 
Diabetes 

Inflammatory bowel disease' 
Menstrual dysfunction 
Dental caries 
Abortion ^ \ 

Gynecomastia 
Mental retardation '% 
Dying 



\ 



Problems with origin 
durtng adolescence 



Obesity ^ 
Alcoholism " 
Duodenal ulcer , 
Hypercholesterolemia 
Labile hypertension 
Irritable colon syndrome 
Migraine 

Marital conflicts ^ 



Adapted from Michael I Cohen InS F *Litt et 
Social Systems Symposium Washington, D C , 



al "Health care for adolescents m a traditional medical setting' 
Apnl 1974 
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outpatient department may lie this adolescent's 
only resource. If his condition is nyt critical, 
he has the lo.>vest priority for care. Most hos- 
pital departments do not have staff or facilities 
to provide privacy to the teenager eveiT when 
he is gwm^ an intimate history. The emer- 
gency room staff, oriented to>vard life-saving 
measures, have ^cant time or patience for some- 
one who does not know why he has come, e?^ 
cept that he "just doesn't feel good." 

Some large city hospitals have opened medi- 
cal walk-in clinics that, provide excellent triage 
for such teenagers, particularly when staffed 
by medical or pediatffc fellows with 3 or 4 
years of training and experience. Unfortunate- 
ly, many of these clinics are not open at ni^ht 
and on weekends when many teenagers seek 
medical care.. 

Traditional Medical Center 

The progranj^^ffered by the Division of Adoles- 
cent MedicineTirttle Department of Pediatrics 
at the Montefiore Hospital and Medioal Center 
of the Albert Einstein College of Medicine in 
N'ew York City illustrates some ways in which 
traditional hospital-based units may reach out 
to the community. 

The Montefiore program began as a 20-bed 



medical-surgicaty gynecological unit, with 750 
admissions a ye^. By 1975 it had become a 
36-bed unit with 1,600 admissions a yfear. In^ 
corporated into the physical plant are a student 
library, a day room, a photographic laboratory, 
a working kitchen, a high school classroom, and 
a variety of rooms for physicians,'' social 
workers, psychiatrists, agd other professional 
staff. For tha first 6 years, 35 to 40 percent of 
all admission^ were for chronic illnesses. 

'Outreach activities. began when an ambula- 
ioxy program that provided long-term outpa- 
tient care gradually developed into a walk-in 
service for the management of acute episodic 
illnesses of youth. Records reveal a constant 
increase in the^umber of ambulatory patients 
cared for. There were 400 visits .in the first 
y^r, and 2,500 scheduled vis^ plus 1,800 
Sriergency walk-in visits in the ^th year. (See 
table 5.) ; . , ' ' 

According to Dr. Michael-Cohen,* the Monte- 
fiore program director, comprehensive health 
services are provided in conformity with a 
broad interpretation of the process of adoles- 
cent development. Training ^ health . profes- 
sionals to work in youth services and investiga- 
tion of pathophysiological states are carried 
out concomitantly. ^ 
^ In 1968 Monte0ore expanded its services to- 



ERIC 



29 



36 



ailmini>tur thu primar\ health delivery pro- 
Kram at New Vurk Cit\\> temporary youth de- 
tentii^n facility About 5,000 teena^^ers are re- 
manded annually tu this Juvenile Center by the 
^Family Court. Health screenln^^ a .'^lek call 
prn^ram, medication d.>tribution, a speciality 
clinic program, and a l5-bed intlrmary are -in- 
cluded m the program. 

A children and youth clinic in the southwest 
Bronx had a poor record for attracting: young 
N people After the Montefiore staff assumed re- 
sponsibility, 1,300 new teenage patients were 
enrolled. The health services utilization rate 
fur the^next year of the clinic's operation was 
4,000 patient visits. 

The Muntefiure program ha> atfiliated with 
|. local >chooN in the nurth ct/ntral Bronx and 
utfers ser\ ices that include health screening 
activities; triage tu the ho^p.tal-based Division 
uf Adolescent Medicine; and.Jnformal sessions 
taught by health professionals for students, 
parents, and teachers. Because high schools in 
the area have a 40-percent truancy rate, the 
Montef]ore staff has developed a mini-schoof 
for high school ilropouts with major medical- 
psych u-^ociAil and remedial educational compo- 
nents. ' " " 

The Barnard College Health Service affilia- 
tion was set up to reach the older upwardly 
mobile teenager in the college setting. Post- 
de'ctoral fellows of the Montefiore program ro- 
tate through the service on a regular basis. 

As consultant tu the Job Corps of the U.S. 
Department of Labor, the program staff is 
studying the older, underemployed, poorly edu- 
cated adole><:ent vvho has very special health 
needs. 

The Montefiore .Hospital adolescent service, 
like many others, has gone far beyond the con- 
-fine.^ of the parent institution and has had a 
marked degree of success in reaching the sur- 
roundmg community. (38) 

r 

HEW Programs 

■ Most of the Federal Government's programs 
/ that pnt(>ntially affect the health uf the adoles- 
\ cpnt have been administered through the De- 
j partment of Health, Education, and Welfare. 
^ The^G programs are in f(jur general groups, 
programs that offer categ^jrical health services 
for the adolescent (such as detection and con- 



trol of venereal disease, prenatal care, or family 
planning) but are not beamed directly at his 
health needs; programs that attempt to pro- 
vide comprehensive health care services for the 
adolescent; innovative programs that represent 
promising areas of research into problems that 
may atfect the adolescent either directly or in- 
directly; and programs that detect and treat 
children's illnesses. 

Categorical Apprdaches 

The advant^e of a categorical approach is that 
it enables a program \o focus limited manpower 
and funding on a specific health problem. A dis- 
advantage is that such an approach may label 
the individual with a diagnosis and leave him 
in a vacuum. This does not suggest that such 
programs be abandoned, but it does indicate the 
value of incoiT;>o'rating them into a meaningful 
service base addressed to tbe total needs of the 
individual. 

The Center for Disease Control in HEW de- 
velops categorical health programs that serve 
adolescents and also coRects data about health 
conditio!^ Its program jfor the prevention and 
control of veoereal disea.s'fes' is directed -to the 
general population, but includes efforts to meet 
the special health needs of adolescents. 

Other HEW agencies using 'the /^ategoricaf 
approach to health care delivery for teenagers 
include: 

The Oflfice for Family Planning, which funds 
contraception and health education programs 
that reach iViany adolescents. In FY 1974, 29 
percent of .the 2,188,261 patienj:s-^eeking serv- 
ices in this program were age 19 or youngef, 
according to the National Reporting System for 
Family Planning Services. 

The Office for Migrant Health, whic)i may 
reach adolescents through health services di- 
rected to the entire family of the migrant 
worker. Estimates are that ^5 percent of the 
total migrant farm worker populjjtion are be- 
tween 14 and 17 years of age. 

The Indian Health Service, which reaches 
the adolescent Indian living on the reservation 
through programs directed to the entii:e tribe. 

f he Community Health Centers, whQi offer 
ambulatory care services that are essentially 
family-based, and therefore include adolescents 
as family members. 

4 
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Comprehensive Approaches 

Thu usu by the Federal Guvernment of the 
concept of comprehensive care in service proj- 
ects has been a recent development, compre- 
hensive care pru^rams received an estimated 
2 pl'rcent uf P\\ieral health care monies in the 
fiscal year^l975. 

A notab«^^t?xampIe (jf this approach is ftie 
special projects authorized under title V of the 
Sucial Security Act. Ori^nnally begun by the 
Children's Bureau, these projects were sub- 
sequently admmistered by the Maternal and 

^ Child Health Service and more reM:entIy by the 
Bureau of Community Health Services. Ma- 
ternity and infant care projects were initiated 
in 1961 to serve Ku\ -income' pre^niant women 
wh(j lived in innercity and rural areas and 
where infant Diurtahty was extremely hi^h. 
The projects .-.uuKht to provide comprehensive 
prenatal i^'are,^ includin^^ nutrition, dentistry, 
and bruad social services as well as medical 

" and nur^iin^r services, family planning, an? pa- 
ti(?nt^^ucation. Later, four similar programs 
were started to serve ether low -income, high- 
risk, or medically underserved groups: compre- 
hensive preschool 'and school-age health proj- 
ects for children, neonatal intensive care proj- 
ects, dental health projects for children, and 
family planning projects. 

OJon^ross authorized the projects for a spe- 
cific\time and these time limits were twice ex- 
tendeXSince July 1974 the projects have been 
financeclby-rtie States out of maternal and child 
health formula funds from HEW. Each State 
is required to operate a program df projects, in- 
^cluding at least one of each of the five types. 

To a considerable extent, the children and 
youth projects — with their emphasis on' ado- 
lescents as well as on children— and the ma- 
ternity and infant care programs — which gave 
special attention to the needs of adolescent 
mothers — dramatized th€ scope of services re- 
quired tQ offer a meaningful approach to ado- 
lescent needs. They also iinderscored the im- 
portance of enriching adolescent .^e'rvices by 
affiliations with medical schools, teething hos- 
pitals, and children's hospitals. 

The basic maternal and child health ^nd 
crippled children's services, which w'ere author- 
ized under title V when the Social Security Act 
was passed in 1935, iijso have focused direct 

/ 

ERJC / 



attention on the needs of adolescents. The^e 
programs have been administered through for-\^ 
mula grants. Each State decides the extent of 
coverage available under a State plan. To the 
extent that a State maternal and child health 
program has been involved in school health 
progprtffs^si^ch as nutrition alid prenatal care, 
these have been available to adolescents. 

While each State detemines its ow^n defini- 
tion of the crippling conditions it will accept for 
care under its crippled children's services pro- 
gram, \^dolescents with ^either chronic or acute 
conditions that are covered by the program 
have been eligible for treatment. 
, The National Institute on Drug Abuse 
(NTDA) has funded many studies and demon- 
.strations for the rehabilitation of adolescent 
drug abusers that involve comprehensive serv- 
ices. One is a training program for professional 
health workers from many disciplines, held at 
the Haight-Asbury Clinic in San Francisco. 

The NIMH Center for Studies of Child and 
Family Men^l Health has helped in funding 
programs designed to meet the health, emo- 
tional, and educational needs of the teenager. 

Research-Based Approadjes 

One example of programs that represent 
promising areas of research into adolescent 

•problems was the Consortium on Early Child 
Rearing and Child Rearing in Washington, 
D.C. This interj^ency effort was supported by 
many agencies within HEW, including the Of- 

^fice for Maternal and Child Health, the Office of 
Education, the Office for Family Planning Serv- 
ices, Social and Rehabilitation Service, National 
Institute of Child Health and Human Develop- ' 
ment, and "the Office of Child Development. 

Th6 consortium was begun in the 1960s to 
gather information about programs that serve 
teenage parents and their children and to as- 
similate information about relevant. State laws 
affecting care of infants bom to young mothers. 
This organization^ fostered the establishment 

-of comprehensive educational and medical pro- 
grams for pregnant school-age girls, who pre- 
viously jvould have been expelled from classes 
in many school systems. The consortium identi- 
fied more than 200 sujch programs throughout 
the ifnited States and operated an information 
exchange about activities in this area. 
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Approaches Involving Screening ' 

< 

The Early iiiul PeriiKlic* Soreenin^^ Diairnosis, 
and Treatnu-nt Program (EPSI)T) began t(j 
have some impact oJi the States in the 1970s. 
This proicivili, which is admimstered by the 
Social andpehabilitation Service of HEW, spo- 
qifies that/ private care of children from birth 
to 21 years will be paid for by Federal funds if 
certain criteria .ire met. Potentially 14 million 
children are eligible for care. 

EPSDT was authorized in 1967. By July 1. 
197o. most State.s ha(^ initiated programs to 
serve all children under 6 years of age within 
their borders. Such programs have concen- 
^ trated un the screening phase. 

It was more than 7 years after the law was v 
passed before many older children were ac- 
cepted and treatment was offered for conditions 
found by screening. Establishing guidelines for 
screening teenagers on a periodic basis was 
difficult becau.se the program was vieived as 
a pediatric service with adolescents attached 
only for reasons of their financial eligibility. 

As stated earlier, children mu.st be considered 
from the standpoint of their maturational, not 
their chronological, age. This poses a quandary 
for directors of EPSDT programs serving teen- 
agers when questions of invasion of privacy, 
confidentiality, and parental consent arise. 

4 

Other Federal Programs 

Other departments of the Federal Gu\ernment, 
notably Labor, hii\e been in\oKed with teen- 
age health program^. 

Within the Department of Labor, the Job 
Corps prn\ides its enrullees with^health .ser\- 
ices that encompass physical examinations, an 
extensive gonorrhea testing program, a pro- 
gram for drug abusers, and mental health 
services. The Corps also conducts an active 
health educatiijn program. At least three uni- 
versity programs in adolescent medicine provide 
service and consultation to Job Corps health 
efforts.- (39) 

Because enrollees stay usually only a few 
months, a full evaluation may not be compleffed, 
and corrective therap]/such as dentistry may 
be unfinished. The Corps' experience in provid- 
ing a planne^l program of health care to the 
teenagers suggests that further followup would 



be almost impossible. The Job Corps has pro- 
duced excellent niauuals on qiedical procedures 
for the older adolescent that could' serve as 
textbooks for professionals addressing similar 
problems. \ a 

School Health Programs ^ 

There are 51 million children and young people 
attending school in the United States. Theoretf- 
ically this is a captive audience for which 
health ser\ices could be provided with ease. 
However, not all teenagers attending any one 
school are eligible for a complete range of 
health care. Traditionally, services have been 
limited to preventive measures, health educa- 
tion, .screening for vision and hearing, and as- 
sessment of fitne.ss for athletics. 

School health programs also receive support 
through State formula funds available under 
title \', Social Security Act. The.^ {M'ograms 
may be operated either by local health depart- 
ments or boards of education. Wherever the 
control is placed, some collaboration exists be- 
tween the two local agencie;^. 

The effectiveness of school-health progratns 
Varies from community to comrnunity. Many 
schools'do not have big enough health budgets to 
provide adequate medical or nursing coverage 
for students, and acute problems are' usually 
handled by the homeroom teacher or the princi- 
pal. The programs often consist of little more 
than annual' immunization and tuberculin test-' 
ing". The poteiiti^il remainj^, however, for using 
sehool health programs to bring* health serv- 
ices to the entire 1?nrollment of adolescents. 

There has been much critici.sm of the health 
education provided in schools, probably because 
sex education has become sych a predominant 
factor in. such courses. Many parents are polar- 
i/:ed in their opinions about sex education out- 
side the family or church; some teachers are 
unwilling to accept sex education assignments. 
The dilemma about the age at which different 
levels^of sex education should be initiated indi- 
cates the maturational inequality of children 
in elementary;_4w^ior high, or high school. 

The teacher's assessment of an adolescent 
student's behavior can be a valuable c<5ordinate 
in a total evalua^p of performance. Teachers 
should be discawiged from labeling young 
people with dia^moses, but a check list showing 
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typK-al bt'haMor i> of ^iKniticaiu-e. Thcjiuahty 
of c(^Kniti\e ptTfoi-niaiirc. attitiuh'?^ j)f \\ith- 
ilraual <»r i»M'r.iL'^'rr>^i\ ('n<'>>. and bi/arrc hc- 
ha\nn* patUTii^ are ♦•iiiiall\ inipoi'tant 

Thi^ infui'matinii ^ouU bv a \ahiabK' contri- 
biition f>'r the (U'rclDpnu'iit nl a i)rotile of viuh 
iivUAiSvv \\)thout limiaiuhnK too much of thr 
toai^hcr (The tfai.hu''> attitiuk'< may also^be 
I'rvcaK'd if. foi" iiJ^tciiKc, ila-^ riH'unK ^how 
that all male ^tiulcut^ of ihv tt'arhiT arc ""omt- 

Hackuszi^nul infMrniatioii about a niuruty 
fKjpu!at;«»n niay br (U'\ doped a< an cxtrfi^ion n| 
irubNiduaT iatinK>. arid know K'llKe of ihv iiu*'- 
dcruc of druL' 4ind .d^'dio! n-a'^u\ x'xual arti\it^\ 
and (l('l:!i«iiit ru \ f>>i--[hc pror j.M'oi;p nia\ ))iH'onio 
a\ailablt' !♦ - ju-rt iiu'iit t" Miri^idt'i* iiidnidual 
b('ha\ I'T wi'h'U the (>>u^r\' mI the nid!\ idu.d'-: 
(•!r. iMrr>'f.n! f "< 'tnni' i ri.t pinbKrii^ nia\' i onu^ 
^» li^rht if r!utn\ vn'iri'/ ponpU- ^hcw the -anie 
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Innovative Health Care Models 



College Health Services 

( 'han;.''**^ art* taking'' plai e iii < olUx/e <tudent 
health r\ U'c^ Mr'^ddio Klnt/. flii-crtor ol* 
Student Health Ser\ !ee> Mt**tT7>* I 'ni\ er^it v of 
Southern ( alifonna, ha^, with others. nuKfiNn 
}/reat u'litribuhon t iwar'l the pro\ i<ion of ini- 
j)r(t\e(l ^tud+^n^ htal'h pros^rrani^ 

Dr Klot/ has r<'roLMn/ed an irx rc^a^ed stu- 
dent a'AareTh'->; about health a< expres^^nl by 
(b-n-and^ f"r dniefent a'ld moi'e res*)(')nsi\ e 
health se!'vn*es on eanipiN With t^hi^^ chaIIonK^\ 
acadcnua l"^ j^^radualh n(on>ideruiK its initial 
reliK'tance to reeo^rrw 'e needs ni areas of vital 
eoneern to the <tudont v ->^'\'ial problems, VD. 
conti*aception. abor'tmn ret'erral. drn^ abu^o. 
and mental health ^ % 

Sunie coUejre student^ are in\oT\ed in their 
own health pro^n'anis, with <tiident advisory 
c'onvmittees iilentifyint' special needs. Students 
\\ ho 4 f)llaboratt» with a lu.dth eonter and its 
stall are a! -M^uakinv'" Naliiable iv^nt ributiuns lo 
the o\ erall ('(^lle^e pi*o<rr;i.m. 

The utilization of a (M)lle^'e health unit by 
students Is a ilireet r* tle^ tion of the ima^e that 
thf' pro^rram portrays to them. It is .estimated 
That th(^ staff of a <:ood coIle</e unit should be 
seeing-* 1 percent of the -student) pijpidation daily ^ 
for a<l\iro, diaxntjsi^, or treatment. 



Trojeets to demonstrate radieal and untried aj)- 
I)roafhes U) health eare face many problems, 
/rhey may ha\e difiieulty attractin^^ sponsors in- 
itially, and ine\itably the^' o))erate on a .shoe- 
^trin^^ The c"on.se(iuent (Ulemnia i.s that without 
adei|uate funds, standards of medical care may 
be unsatisfactory and the sponsoring'- orjraniza- 
tion.s ma\ withdraw their suj)j)ort to protect 
their ow n reputations. 

IlealistK-ally, this situation will * continue 
until funds iwv vi>ailable^tft-hire fidl-timo well- 
prei)ared statf who insist p*?5n a hi^h levet of 
I'limcal care. Only then wi*ll >^b(^ possible to 
e\aluate th(^ success of the methods used. 

With thix^TTtrpn^ in mind, hei*e ixvo some il* 
lu-tration> of notew orthy inno\ations in Uie Je- 
li\i^"V of adoleseent health care. 



Free-Standing CImics 

The first free-standiTu? clinic was set up in the 
IFaiirht-Asbury sel^tion San Francisco, Cali- 
fornia, in 19()7 to care for dru^ emer<,'encies. 
Th\^ ori.trinal .swbcuItKre of comnuu>es and 
"brotherly love" w'a.s shattered by the infli; 
thousands (vf confused, upset, urihapiiy youn^^ 
people w h o df^ti^ht imrhecliate an.swers tV) HJe'.s 
t roblems. . ^ ^ 

The inadocpiacy of food, housin^^^nd hy- 
trienic facilities soon broutrht disaster. Health 
pi^oblenis reached epMdemic proportions and 
were mtenofied by the indiscriminate use of 
dinars on the street. It soon became 'apparent 
that general medical care was needed. The 
youn<r people weiV so alienated from .s-ociety 
that they would not turn to traditional facil- 
ities. Lack of tran.sportation and financial re- 
sources postponed care until extreme emerpfen- 
cies iw'ose; even then mr#|v* were not accepted 
at existing? mediceal centers. (40). 

In the mid-1970s. t|ie Haipfht-Asbury Clinic'" 
is still operating:, but .the atmosphere of emer- 
gency ;uid excitement has gone. Health services 
are beinjTI^'ovided for yourW people, many of 
whom have left their familres and adopted a 
different lifestyle. The clinic*J^4^^D^ ^^"^ slower, 



and pkinmxl comprehensive services can^ be 



n^e 

'made available 



Boston is another fa\orite area for tjeenaprers 
who have left home. I^hese lunaw^ays fom small 
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communes that coalesce to make up the street 
community. A program of mobile medical care 
'fur alienated youth was initiated during the 
summer uf 1970 by Drs. Andrew Guthrie and 
Mary Huwell, from the children's service of 
Massachusetts General Hospital and the De- 
partment uf Peduitrics, Hanard Medical School. 
It attempts to reach the youth who ai^e in Bos- 
tun by meeting them on their own terriis wher- 
ever they congregate A mobile medical van 
brings .ser\ices to those living in the streets. 
They are ufTered care — free of criticism or at- 
tempts to compromise their beliefs. This haa 
been a successful uutreach program. Of the 
estimated 30,000 runaways in Boston, ages 12 
to 24 year:}, 592 patients were seen in the first 
6 weeks of operation. (41) 

The free clinic movement has apparently 
served a fiS^ul purpose m responding to health 
care needs outside the traditional sys.tem. 
Houe\er, recent unofficial reports suggest that 
youth are returning to institutional medicine 
as their resource for health problems. It ap- 
pears* that as the establishment unbends and 
recognizes the culpabilities and rights of ado- 
lescents, the adolescents are becoming more 
tolerant of the establishment and its systems, 
including health care. 



Crisis Counseling 

The hotline system started in 1968 with the 
opening of efnergency telephone service at the 
Children's Hospital of Los Angeles because the 
hospital staff was concerned about the increas- 
ing number of youngsters who lacked avenues 
of communication to service resources during 
stress. The service was conceived as a crisis 
intervention resource with a sympathetic but 
objective listener as available as the nearest 
telephone. 

The crises most frequently presented are re- 
lated to peers, parents, drugs, housing, isolation, 
loss of psychological control, and suicide. Those 
who staff the hotline telephones are carefully 
selected and then trained for this sefvice. The 
hotline is closely affiliated with the medical in- 
stitution from which it emerged and uses the 
adolescent unit for continued backup support. 
This service handles more thah 150,000 calls a 
year. (42) 
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Peer Counselors 

In a program at the University of Maryland in 
Baltimore, adolescents attending a family plan- 
ning clinic may receive information and even 
advice from other teenagers who work reg- 
ularly with the clinic staff. These peer counsel- 
ors are able to communicate successfully about 
contraception and other sensitive topics. Many 
teenagers — female and male — seem to accept 
guidance more readily from their i>eers than 
from older people who present the same infor- 
mation and alternatives. 

The peer counselors receive orientation and 
supervision from clinic staff members, and learn 
to recognize situations that require referral to 
a more experienced worker. 

Recent observations based upon wide exper- 
ience with peer counselors suggest that uxiliza- 
tion of young adolescents as counselors us not ^ 
a satisfactory approach. The adolescents\s^ith 
characteristics appropriate for counseling are 
usually gifted teenagers,^who have many extra- 
curricular interests and are not willing to be 
pinned down to a single time-consuming activ- 
ity. Those who are available 'may not have the 
appropriate skills. A counseling service requires 
continuity to achieve its goals; therefore, pro- 
gram administrators are recruiting stable, cbmj 
munity-based workers who will make a rela- 
tively long-tem commitment. 

Multiservice Urban Youth Center' 

The Door — A Center of Alternatives is an in- 
novative multiservice center for disadvantaged 
and troubled youth in New York City. It is 
aimed at helping young people between the ages 
of 10 and 21 years meet the challenges of grow- 
ing up in an urban environment. Special empha- 
sis is placed on the health and mental health of 
adolescents; on prevention and treatment of 
drug abuse, venereal disease, and psychological 
disorders; on providing'meaningful educational 
alternatives for youth t and on reaching^ the 
particularly vulnerable younger adolescent on 
the streets and in the schools b«fore they be- 
come seriously involved in negative or anti- 
social activities. 

A number of physicians recognized the need 
for such services: many young people will not 
go to health clinics or hospitals because of fear, 
alienation, or lack of money. When young peo- 




pie do seek help, the purely medical facilities 
they turn to are often unable to handle the 
variety of psychosocial problems that are inter- 
twined with their medical problems. 

The Door was established in January 1972 
as, a model project to demonstrate the feasi- 
bility of providing cpmprehensive health serv- 
ices and constructive alternatives for young 
people in an effective and humane manner. It 
has developed an integrated program combining 
the best features of a free clinic and a complete 
community center. 

^ Dr. Loraine Henricks, a practicing psychia- 
trist who is one of the cofounders and codirec- 
tors of The Door, has described' its clients as ^ 
young people who are unlikely or unable to seek 
help from traditional health facilities. She has 
pointed out, ''It serves a mixture of street 
youth, high scliool and junior high school youth, 
school dropouts, disadvantaged youth from the 
innercity, runaway youth from the suburbs, 
college youth, working youth, and young peo- 
f^Ie on welfare.** Durirjg the first 3 yeaVs of 
operation, the center recorded more than ' 
100,000 visits from young people. 

The Door offers free medical and g5aiecologi- 
cal services, family planning and nutrition 
counseling, psychiatric counseling and therapy, 
and much more. It also provides crisis inter- 
vention, ^legal, educational, vocational, and drug 
counseling services, an)l leadership training. 

The Door has a core\f full-time and part- 
time administrative, coordinating, and clinical 
staff. In addition, the large volunteer staff in- 
cludes many youth-or4enfjed professionals who 
hold regular positions'" in hospitals, schools, 
youth programs, drug programs, and social 
agencies in New York City. 



care. Support of the young mother before and 
after delivery may be provided by the nurse. 
The social worker may help with the plan« for 
returfti to school, employment, or^option. Some 
day-care facilities have special interest in car- 
ing, for infants of young mothers. 



Services for Teenage Parents 

Services for teenage parents and their infants 
were started in many communities during the 
19603 Jbecause it is difficult for a teenage girl 
to assume a mothering role while she attends 
school. When the maternal grandmother takes 
over, the problem may be temporarily solved 
but may start long-lasting friction. Many babies 
.of teenage mothers- are at risk and need special 
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WHERE WE ARE NOW 



Many young people have complained about the 
health care system being immobilized by its 
own bureaucratic red tape. The frustrations 
of endless waiting for decisions about eligibil- 
ity or a referral appointment do not encourage 
teenagers to seek care within the system. 
Realistically, however, staff members are af- 
fected by pressures of agency work and some- 
times fail to conform to a teenage patient's 
concepts of humanitarian ism — especially iT the 
teenager seems negative ^r hostile. ^ 

State laws governing the rights of non-eman- 
cipated and emancipated minors are far from 
consistent. Several States had considered modi- 
fication of their discriminatory laws by the 
mid-1970s. 

A '*ModeI Bill for Minors* Consent to Health 
Services** was published in the correspondence 
section of Pediatrics in Novemfer 1973. This 
^hort document was compiled by the Committee 
on Legislation of the Society of Adolescent 
Medicine, under the chairmanship of Dr. 
Andrew Rigg. ^ 

The model bill states that parents should 
participate in all health care decisions about 
their minor children whenever feasible, but 
no legal barrier should prevent minors from 
receiving needed health care. "Minor,** "eman- 
cipated minor,** "parent,** and "health serv- 
ices** are defined. Conditions for consent, finan- 
cial responsibility, and the health professionals* 
liability are described. \ 

By 1975 there were efforts to malce sure that 
all eligible older children have personal Medi- 
caifl cards At that time such cards Were avHil- 
able for teenagers only in California and New 
York State. ^ 

\ 



Nation^ Organizations 

Much support is available through national pro- 
fessional organizations interested in the ado- 
lescent. The American Academy of Pediatrics 
addresses health needs of children from birth 
to 21 years. Committees and sections are^set 
up to provide a focus for certain special areas, 
including several with an adolescent focus. The 
Youth Committee, the School Health Section, 
and the Section on Community Pediatrics are 
particularly active on behalf of, the adolescent. 
The Academy publishes policy statements, pre- 
pared by its various committees and sections, 
which provide the practicing physician a refjer- 
ence point for new areas of concern. 

Statements issued between 1968 and 1974 
covered such subjects as sexual problems in 
children and youth, teenage pregnancy and the 
problem of abortion, venereal disease and the' 
pediatrician, counseling^ related to human re- 
production, a^d health standards for juvenile 
court residential facilities. In addition, specific 
guidance statements on hypertension and st^ 
roid therapy were circulated to fellows of the 
Academy. 

Statements were made available during 1974- 
75 on athletic activities for mentally retarded, 
children, concepts of school health, tuberculin 
testing, salt intake and high blood pressure, 
and milk drinking for children. 

The Society for Adolescent Medicine (SAM) 
was chartered in April 1968, with Dr. Roswell 
G^lagher as the first president.' SAM has 
fostered the idea that while health professionals 
are still concerned with specific diseases, broad 
issues involving the physical, mental, social, 
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arul ediu-ational health of their patients are as- 
sumin;r greater importance. SoCiety 'member- 
ship i> (ipe^i U) all professionals en^^-a^^ed in 
ho'ilth >er\i(T, teachmK, or research conciTneLl 
\Mth the Welfare of adolescents. ' 

Other tuvani/ations ^uch as the American 
Me(ln-il Association. AnitMMcan Public , Health. 
A^-oo atirm. .American ('olleire of Obstetricians 
ami r,ynei'oIf^^MstN Xational As>uciation of So- 
cial \Vhrkf»rs. anil the American Nur.ses'As- 
MK'iation, arejilsn (^'oncerned about teenagers. 
DiscusMon- of health care delivery and (luality^ 
of cai'e for adoIe>cents are receiving increa.s- 
ni«: prominence m )()urnals and conference 
a^'-enda^ of the>e <rrf)ups 



Training 

Po>t-reMdenc\ fellow ship> are olTered in many 
medical center>. These are usually filled by 
youiiK phy>ician> who ha\e already completed 
tramin<r \n general practice, pediatric.^, inter- 
nal meflicine, or psychiatry. The adole.scent 
medicine curriculum usually combines post- 
^•■raduate trammer with experience in outpa- 
tient clinics, inpatient units, and ne:Khborhood 
health centers, somtHimes in connection wiih 
public health, school, college, or other com- 
munity organizations. In 1974-75 there were 
4.) fellowships in adolescent medicine acro.ss 
the ,country in 24 in^itutions. The.se fellow- 
ships provide an on^^om^^ supply of physicians 
to initiate or replen-ish teachin^r, research, and 
'ice units, of lar^e medical center.s. 



Research 



Federal Panel on Adolescent Research 

< 

The Interagency Panel for Research and De- 
velopment on Adolescence seeks to improve co- 
orflination fjf Federal a^^ency planning, fund- 
ing, a'nd implementation of re.search and to 
achieve greater comparability of research find- 
in^rs about teena^^ers Mem'bership is 'drawn 
from the U.S. Departments of Agriculture, 
Housing and Urban Development, and Labor 
and the OfTice of. Management and Budget, as 
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well as 10 agencies of the Department of 
Health, Education, and Welftire that Conduct 
or support research about adolescents; The 
Office of^ Child Development is the coordinating 
agency for the panel. 

Members meet re^^ularly to determine gaps 
in research on adolescents and to suggest pri- 
orities and new directions. The panel has given 
considerable attention to the problems in- 
volved in relating the findings of .studies that 
u.scf^'d-inerent populations and .settings to in- 
ve.sti^^ate the same subject. Such cross-study 
analyses are difficult to make becau.se of the 
^ variability in definitions, measures, and proce- 
dures used by research team.s: 

The panel has spon.sored several conferences 
on comparability in research, including: one for 
editors of research journals and another for 
university .staff members who are charged with 
training future research workers. 

National Institute of Child Health and Human 
Development , 

The Growth anfl Development Branch, Na- 
tional In.stitute of Child Health and Human 
Development, HEW, has initiated an expanded 
program to broaden knowledge of adolescent 
development. 

The branch has sponsored three multidi.s- 
ciplinary confer^ences— "The Control of the 
On.set of Puberty,** October 1972; *The Nu- 
trient Requirements of Adolescence," June 
* 1973; and "Adole.scence in the Life Cycle," em- 
phasizing behavioral a.spects October 197S. 

Participants included staff of the Growth 
and Development Branch and foreign and do- 
mestic investigators from many disciplines, 
who asses.sed knowledge in the field. Published 
proceedings of^ the conferences are e5cpected 
to .serve as primary reference volumes and to 
.identify specific research areas for investiga- 
tors of adole.scent development. 

From these conferences and . consultation 
with experts on adole.scence, the Growth and 
Development Branch has identified five areas 
of major emphasis for research: 

1. Biological processes involved in the onset 
and completion of puberty. 

2. Nutrition as it contributes .to adolescent* 
maturation and change; the relationship be- 

■ 44 



tweeri nutritiunal requirt'ment^ and endocrine 
functiun. impru\t'd \\a\s uf expres.^uiK adules- 
cent nutrient iiet'(l>, tv^pec'ially withm the con- 
text uf the adule>-ceut growth spurt. 

3 Intellectual de\ elupnient, including cogni- 
ti\e changes and t\ents that take place dur- 
ing adoIe«.cence. Npeech, language, and thought 
procl^sses characteristic of the adolescent: the 
interaction of cognitive processes with motives 
and attitudes 

4. Adolescent socialization, particularly the 
way social patterns or structures influence the 
adr)Iescent to eng^age in or di.senga,ge from ap- 
propriate role behavior during rapid transi- 
tions. 

5/ Endocrine and psychological development 
concerning the relationship between changing 
hormonal level and psychosocial development 
and behavior during adolescence. 

Maternal and Child Health Research 

Propo^aU for research projects on methpds of 
care to improve the health of adolescents are 
accepted by th? Health Services Improvement- 
Branch, Bureau uf Community Health Services, 
HEW. ^1 

The branch has funded studies of various 
aspects of health service delivery, from clinic 
self-assessment plans to the use of nonprofes- 
sional health workers; the teenager's selection 
and use of contraceptives; the effect of teen- 
age pregnancy on schf^ling patterns; certain 
nutritional correlations; arid many other sub- 
jects related to the health of children and 
mothers. 



Breckenridge Conference 

The Breckenridge Conference on Youth, 
Health, and Social Systems was held in No- 
vember 1973 in Breckenridge, Colorado, under 
the sponsorship of the Bureau of Community 
Health Services and the National Institute of 
Mental Health. This represented a significant 
breakthrough in the involvement of health- 
related systems as well as representative young 
people. The purpose of the conference was to 
examine the process needed to develop and re- 
direct health services for adolescents. 

For some time previously, the Federal Gov- 



ernment and others had been interested in de- 
temiining the total efTort needed in the field of 
adolescent health care. Adolescence was rec- 
ognized as an important i:)eriod^of human de- 
\elopment in which the attendant problems 
have received too little systematic attention by 
health care professionals. 

The rationale for the conference included the 
belief that a multidisciplinary approach was 
needed to identify, make recommendations, and 
further implement programs for youth in 
health care. To the conference planners, this 
effort meant n>uch more than providing easily 
accessible treatment to all youth for specific 
health problems. The conference \vas concerned 
with providing visibility to the interrelation 
of all social .systems with special reference to, 
the.r impact on health. It emphasized the in- 
volvement of youth in solving problems that 
this interrelation redefined. (43) 

Teenagers a^ the conference made many ref- 
erences to th« insensitivity of existing social 
systems and the impersonal quality of serv- 
ices. They also pointed out that patients-^par-^ 
ticularly teenage patients — are often treated 
as anonymous numbers, which postpones or 
tUrns off the development of a meaningful re- 
lationship with the professional. 

Eight issues were discussed in depth at the 
conference and the following recommendations 
were made : 

1. Health Care Delivery. Development of 
specific legislation identifying comprehensive 
adole.scent health care centers as a high prior- 
ity approach to the health needs of adolescents. 
In the meantime, development of present pro- 
grams treating adolescents along disease-spe- 
cific areas into model centers for comprehen- 
sive health care. An intensive look at the prob- 
lems of third-party payment and adolescent 
health care. 

2. Legislation. Enactment of legislation to 
ensure adole.scents the .same rights as adults. 
Elimination of compulsory mental health con- 
finement for minors. Serious consideration to 
reclassification of ethyl alcohol as a dangerous 
drug. 

* 

3. Research. Developmjent of research efforts 
to explore in depth the interaction of mind and 
body. Study of the value of alternative thera- 
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peutic appVrSacHes. Collection and analysis of 
epidemiological daUi to meaning to fu- 

ture planninK. 

4 Ecluc:\tiun uf Health Profe.ssiunals. Inclu- 
sion of stiuly uf U)Uth pr^bleni> in undergradu- 
ate and graduate health '-^ufessional training. 

5^ Education uf the Adolescent. Revision of 
the educational system fu provide more rele- 
vant curricula. 

^ 6. Alternatives iu Juvenile Correctional Sys- 
tems. Development of alternatives to present 
detention centers to disc(^irage recidivism. 

7. Youth Involvement. Enunciation of an 
AdoIesc(;nt Bdl of Fhght> that states every 
adolescent has a right to be a participant in 
decisions atfecting his own health care. 

8. .Minority Health Needs. Identification of 
the special health needs of minority youth and 
of e.xKsting facihties available to them, and 
study of why these are not being used. 

Dr, Dale (iarell, conference director^ and 
former director of adolescent medicine at 
Children's HospUal of Los Angeles, .said- that 
the (;pnference v\s designed to serve as a 
catalyst, no^.an end in itself. Almo.st all of the 
70 participants and staff have continued to 
work on the conference goals. Three regional 
working groups were established, and six na- 
tional ta.sk fo'rces were inaugurated : education 
and training; youth ^er^ices; law arid legisla- 
tion; demonstration, evaluation, and research; 
^minority group neetis;'and youth forum.s. 

The conference coordinator. Children's Hos- 
pital of Los Angeles, continued to .serve during 
the 6 months following the conference. An of- 
fice was established to arrange^eetings, de- 
velop u newsletter, and serve as a clearing- 
house for information exchange and dialogue 
between conferences/participants. 

A second conference was lield in Washing- 
ton, D.C., in April 1974 to review recommenda- 
tions and progress reports .since Breckenridge 
and implement a continuing mechanism for 
dialogue and information exchange. 



in August 1974 to present data and discuss 
finclings related to adolescent health. 

There were representatives from 11 coun- 
tries, including 30 representatives from the So- 
ciety for Adolescent Medicine in the United 
States. The program included pre.sentations of 
scientific.data related to ^abnormal growth pat- 
terns and longitudinal cr6ss-culturai^^^earch. 
However, much of the agenda was devoted to 
psychosocial problems, gynecological and sex 
problems in ' adolescence, and learning and 
school problems. 

Informal discu.ssions among participants 
showed that all countries in the developed 
world are concerned about the adequacy and 
relevance of their health services for adoles- 
cents. 
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First International Symposium on 
Adolescent Medicine . 

An international meeting, believed to be the 
• first of its kind, was held in Helsinki, Finland, 
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FUT/tiRE DIRECTIONS 



The brdad pictiire presented here leaves no 
gtound$ for complacency about the provision 
of health care for the adole^ent. Jhe degree to 
which tomorrow's citizens are underserved to- 
day is a deficiency that Ifealth planners at the 
national level ha\e failed to observe. To formu- 
late remedies for tHis situation is at best diffi- 
cult. 



Services 

Health services must ^e made more accessible, 
appropriate, and acceptable to 'youth. Frag- 
mentation of services " must/ be avoided, how- 
ever gooxl the pieces njay be in themselves. 
Efforts mUst be made to use a central medical 
home base to coordinate^ activities on the pa- 
tient's . behalf . The patient must be able to 
identify with this home base and relate freely 
with the staff. 

Service providers must accept the premise 
that adolescents can best be evaluated in terms 
of their maturational ag^, regardless of their 
chronological age. 

Prevention of disease, linked with screening 
and the early 'detection of abnormality, is the 
most hopeful approach. But for prevention to 
be truly effective, to- achieve absolute reduc- 
tions of morbidity, "It is the population de- 
nominator that must be attacked, not the nu- 
merator," according to Dr. Donald Muhich, of 
Affiliated Behavioral Consultants, Los Angeles. 
Those adolescents who have already been iden- 
tified as having health problems appear in the 
numerator of the equation, and these young- 
sters will not be helped substantially by pre- 
ventive measures. However, characteristics^ of 
those who appear in the denominator of the 
equation may be influenced by prevention and 



health education and it is this change that may 
redyce th^ize of the high risk group in the 
numerator^ 

All adolescents are susceptible to all the con- 
ditions mentioned earlier. Pathways of com- 
munication no longer run in an organized pat- 
tern, and the youth of affluent suburbia are ex- 
posed to the same hazards as the ghetto teen- 
agers, in spite of differences in environmental, 
financial status, and parental behavior. 

]?ifferent systems are still being explored for 
delivery of health services. It is likely that no . 
single method will evolve, but if planners fol- 
low certain principles, tlrey will extract those 
elements that are pertinent and feasible in a 
given situation. 

The effect of other social systems on tlie out- 
come in health is receiving continuing recog- 
nition, and there are attempts to provide more 
coordination between agencies. Health cannot 
develop in isolation from education, welfare, 
labor, housing, recreation, social services, and 
the law. , \ 

Use of the school system as the center of 
health care for the child from 5 to 18 years is 
open to serious question. School health pro- 
grams have not had a high degree of success 
in past years, in spite of their captive audi- 
ence. The educational system muSt be included 
in the total picture of adolescent health, but it 
is doubtful whether it can take a major role in 
meeting health n^eds. ' 



Training 

It is unlikely that the manpower pool will jever 
supply a large number of health professionals 
who will 'specialize exclusively in adolescent 
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lu^Ith. Therefdre, adolt'scf nt medicine shCukI 
lio uirluiled ^in lUiderKi aduate curricula in all 
medical M'hoMjs, -schools of' nursing, and other 
professional pro^n-am-^. >o that all health prac- 
titioner^ who meet adole.scents will have the 
uece^-.ary know le(l<ire and experience to develop 
^ conifortaMe and meaningful profes.^ional rela- 
tionship^? u ith them. 

Departments nf maternal and child health in 
schools of public heajth usuaify ofTer orienta- 
tion to the implications of adolescence. This 
would an ideal -time to teach the health, 
leader^ nf the futu^V al)(jut the' comprehensive 
approach rrcjiiired to pre\ent the^e problems of 
teenapfer^. 

Today, tho health care of adolescents as a 
-^P^KMcil hi-h-risk -I'Miip i> nut always included 
lu the inrr.iilam. Often the topic is frag-' 
mented into famii\ pIannln^^ venereal disease, 
dru^: abiNe. and >o on. 

Since ff'w \riun<r people receive their care in 
highly specialized medical centers, the inserv- 
iee short-term training of">e*ieral practition- 
er-, pediatrician^ in practice, public^health 
nursf'-;. and cithers in neighborhood settings is 
an eveollrnt investment of time and money. 
Most professionals who have not had courses 
or evperipnce are leary of involvement with , 
adolescents. Such training gives the health 
worker some orientation to adolescent care and 
supervised mter\ iewing and clinical experience. 

Just as it is desirable to have an interdis- 
ciplinary health team, it is also advantageous 
to ha\e a clear-cut intefface between the medi- 
cal .specialists The pediatrician may well be 
the central figure in a .system of consultation 
that encompasses the internist, obstetrician, • 
gynecologist, general practitioner, ^tnd other 
specialists on the staff team working to im- 
prove patient care. 



Research 

* Some practical problems of today's adolescent 
health care may be solved through research. 
^ For instance, there is no data to .show what 
' would be th*e optimal age for the first complete 
pelvic evaluation of girls who are not yet sex- 
ually active. Information is needed on cultural 
diffea^nces in acceptance of this procedure, the^ 



41 



yield of previous pathological studies of teen- 
ager-^, and the p.^ychological effect on girls at 
different ages and at different levels of ma- 
turity. 

The value of health e*ducation 'in a* teenage 
family planning clinic could be deterrnined. 
Does indi\idual counseling have a more direct 
effect than that of group counseling? A con- 
trolled study on this question might be very 
productive. 

The effect of television viewing on school 
performance, physical fitness, visual problems, 
and behavioral patterns has not been fully 
explored in the adolesceni^/The inner life and 
the general psychosocial development of the 
teenage male is a neglected area, although a 
few studies ha\e been conducted on develop- 
ment and serious complications in the adoles- 
cent female. 

Epidemiological surveys of the character- 
istics of children 10 to 21 years of age are not 
readily available. 

No yardstick is available to judge ^^normal" 
behavijor of teenagers at any^ age or for any 
activity. Thei^e is a need to 3tudy comrnon be- 
havior patterns, against which specific prob- 
lems could be asses.sed, A look at more com- 
mon practices around certain social issues 
might help to reestablish a norm.^ 

These are only a few areas in which research . 
can provide answers or information about 
adolescents — information that will be invalu- 
abl^j^S the decisionmakers of the future in the 
develo]mient of responsive programs. 

Evaluation . ^ 

Programs should look at what they have ac- 
complished if \they are to plan wisely for the 
future. Evaluation should go beyond simple 
counts of heads attending clinics and services 
rendered, and demonstrate how those services 
changed the health status of the people who 
received them. 

Analyses of reasons for visits to adolescent 
clinics have been helpful. in planning future 
staffing patterns and spac^ requirements. 
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CONCLUSIONS 



Adule^cenU ha\e dchit!\t!j an identit>^ as a 
populatiun i^ruup ^ shuu ing certain common 
characteristicrf thi^t transcend the Confines of 
geu^raphy, ticunumicft, educatiuli, culture/ and 
race. The health prublem^ uf these adolescents 
are often clu^ely related tu their life style. 
Exi.^tini,^ health care delivery systenis are not 
reiiponsi\e tu teenagers' needs; future plan- 
ning must take into account the mores of 
young people. 

There is now no unified approach to the de- 
velopment of health care programs for adoles- 
cents, but important explorations of alternative 
method.^ are taking place in a fragmentary way. 
The challenge is to pro\iLle the necessary tech- 
nology and professional expertise in an acces- 
sible settings anj^l then to weld these services 
into programs that will become cohesive and . 
stable. 

Analyses of data show that adolescents seek 
help more often for primary and preventive 
* care than for serious illnesses. Services are*^ 
particularly needed for, addictive problems, 
emotional disorders, suicidal states, and condi- 
tions related' to sexual activity. Consideration 
of the effect of adolescent behavior^on the re- 
productive cycle is of the utmost importance. 

The sequelae of unplanned conception and 
venereal disease can be extremely serious for 
tht? immature girl and her baby. Therefore, the 
opportunity for health education, birth control, 
and prenatal care should be priority goals in 
any program for adolescents. The option for 
abortion 'counseling and services should be 
available within the limits of the law. The pro-' 
vision of comprehensive services for the young 
mother and her baby should be included in the 
overall plan. 

Approaches to ambulatory care for adoles- 



cents include an age-specific program, satellite 
clinics .with hospital backup, ^nd the inclusion 
of young people in planning services. Care 
should be comprehensive and continuous, pro- 
vi(Jed by a multidiSgiplinary staff team, Couii- 
selors^need not be fully trained health profes- 
sional^! but those who af e employed in this 
capacity should be able to make a relatively 
long-term c6mmitment, ^ 

The ideal approach to health care delivery for 
adolescents has not yet been established, but ' 
it must obviously do more than merely cope 
with a series of episodic emergencies. Evalua- 
tion of underground self-help methods is need- 
ed, even if in the last analysis these methods 
are found to be irrelevant and are discarded. 
The health of teenagers automatically and im- 
mediately-^ffects the w^ell-being of the following 
generation. Therefore, all possible effort should 
be directed to improve the situation. 

Financial and legal barriers should be re- 
moved so that health care is available to all, 
regardless of income or age. Social systems that 
affect the adolescent should coordinate their 
activities at all level?. 

The family liTe of teenagers has been a ne- 
glected area of study. In developing a produc- 
tive relationship with adolescefits, pediatricians 
frequently appear to exclude the parents. This 
is not intentional, as separate interviews are 
usually conducted to inform interested parents 
on the progress of their offspring. A pattern of 
separating family members in the solution of a}S|| 
family problem may serve to reinforce the prob- 
lem, however. In any case, comolete confideiu^ 
tiality is hard to maintain under these circum- 
stances, and the teenagers themselvesjoften pre- 
fer an open discussion if all members of the 
family are prepared to participate. 

Carefully timed family discussions with the 
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pediatrician (or other professional) serving as 
moderator give an opportunity for both sides 
of the question to be considered. As the air is 
cleared, direct communication can be achieved. 
An analysis of the total family dynamics may 
be obtained by observing members interacting 
with each other. When conclusions are "kept 
factual and non judgmental, individuals may be- 
come aware for the first time of what- is hap- 
pening to them, and how they are responding. 

The decrease of family influence and the ef- 
fect of trends and pressures on the American 
family were discussed by Senator Walter Mon- 
dale in stn article in ''News and Comments," 
published by the American Academy of Pedia- 
trics in November 1974. He pointed out: 

*'We often take things for granted in this 
country, until some crisis captures our atten- 
tion. Environmental and energy concerns ar^ 
^ good examples of issues to which we have paid. 

very little attention until recently. The health 
^ of American families is perhaps the best e.x- 
ample of something we still take for granted. " 
The importance of families is often overlooked, 
especially in the decision-making process of 
government and the discussion of children's 
problems. ... 

"Pediatricians have traditi'onally been* con- 
cerned with the social and emotional wellbeing 
of.children in addrtion to their physical health.-* 
With the scientific advances of recent years 
and the delegation of many tasks. to assistants, 
pediatricians are able to devotee increasing 
amounts of time to involvement with family 
problems, to counseling of adolescents and to 
participation with community organizations 
whose expertise may be needed to ameliorate 
family problems.'' (44) 

Adolescence has-been described as a period 
of change and crisis. Teenagers who are. passing 
, through this phase of grov\jth and development 
may be highly receptive to guidance and inter- 
vention. Health professionals should focus on 
this basic availability of their clientele and re- 
spond to the desire for help, however masked 
it may be. In this way, the future may be ' 
changed from an era of adolescent medicine to 
_ one of adolescent health. 
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